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ARCINOMA of the rectum and sigmoid is 
often encountered and is much more frequent 

in that segment than in other parts of the colon. 
It seems unnecessary to discuss the symptoms of 
this disease or to advance any arguments in favor 
of surgical treatment as against radiotherapy. It 
is doubtless generally agreed that radical surgery 
should be carried out whenever possible. In the 
presence of one or two metastases in the liver, or 
when the local growth, although extensive and 
perhaps abscessed, can still be removed, I have 
always completed the operation if possible, being 
willing to accept a higher mortality rate for the 
sake of giving relief, if not cure, in this unfavorable 
group of cases. Thus it is that of 217 patients ex- 
plored, in only 19 was the carcinoma found to be 
so extensive as to make a radical procedure fool- 
hardy, whereas in 198 the growth was removed by 
one of the several types of radical operation (Table 1). 
The evolution of operative procedures, from the 
limited posterior excisions of the 1880’s and 1890’s 


TaBLe Operability. 

PROCEDURE No. oF 

Cases 
Operation not advised... 7 
Operation advised but refused.............. 14 
Case considered inoperable................. 19 


to the present widely used abdominoperineal resec- 
tion, has been based on a sound conception of what 
constitutes the most thorough removal of gland- 
bearing areas and primary lesions. Every surgeon 
is occasionally tempted to do something less than 
this, if the tumor is high enough in the sigmoid to 
permit either a resection with permanent colostomy 
and inversion of a short rectal stump, a Mikulicz 
resection or a resection with end-to-end suture. 
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None of these methods permit so thorough a re- 
moval of mesentery as does abdominoperineal 
resection, yet surgeons do use all of them and obtain 
cures. Their relative frequency in my experience 
is shown in Table 2. The safety of a single-stage 


TaBLe 2. Methods of Resection. 


Type oF OPERATION No. or 

Cases 
Abdominoperineal resection: 
End-to-end 13 


abdominoperineal resection, with adequate pre- 
operative preparation, is such that I now rarely 
resort to a two-stage procedure, other than an oc- 
casional cecostomy as a preliminary decompression 
for marked obstruction. 

The two-stage procedures, used in 27 cases, con- 
sisted of three methods: colostomy followed by 
posterior resection; the Jones operation, in which 
the colon is not divided at the first stage but is 
brought out as a loop colostomy after dissection of 
the pelvis; and the Lahey procedure, in which the 
sigmoid loop and mesentery are divided and sepa- 
rated at the first operation, both bowel ends being 
brought out through the abdominal wall. Dr. D. F. 
Jones often emphasized the risks involved, after divid- 
ing a sigmoid, in placing the inverted and devitalized 
lower segment below the peritoneum and leaving it 
there a week or more before doing the perineal part 
of the operation. On two occasions, when I had 
planned a one-stage operation, the patient’s condi- 
tion at the end of the abdominal part of the proce- 
dure was such that I decided against perineal re- 
moval at that time, doing it two days later without 
any unusual sepsis or other complications. To have 
left the lower segment, with its reduced blood supply, 
in the hollow of.the sacrum longer than forty-eight 
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hours would have invited infection, which might 
well have been serious or fatal. Only rarely should 
it be necessary to divide the operation in this way, 
but it can be done in an emergency. 

Anterior resection may be used to avoid a perineal 
extraction if the tumor is too low for a safe anastomo- 
sis or a Mikulicz operation but high enough to 
permit division of the bowel below it with a fair 
margin and a satisfactory inversion of the rectal 
stump above the peritoneal level. To leave the 
stump below the peritoneum invites retroperitoneal 
infection, which may well be serious. This is an 
operation that I have not found to be satis- 
factory and that I rarely perform. 

End-to-end suture can be done when a tumor is 
a little higher than just mentioned but not high 
enough for a Mikulicz operation, which requires a 
rather long lower segment below as well as above 
the tumor. 

Tube resection, for a tumor too low for anterior 
resection, and when preservation of an anal outlet 
seems necessary, is an operation rarely indicated. 

Abdominoperineal resection in one stage is the 
ideal procedure for carcinoma of the rectum and 
sigmoid, and offers the highest hope of a cure. 
I have rarely been compelled to abandon plans for 
this procedure because of a patient’s refusal to 
have a colostomy. I have always thrashed out this 
question in advance with the patient, although not 
always saying flatfootedly that it would have to be 
done without question. 

A stay of three to five days in the hospital before 
operation on the colon is usually an adequate period 
for general rest, preparation of the bowel, comple- 
tion of laboratory work and whatever measures 
seem necessary to improve the patient as an opera- 
tive risk. 

Unless contraindicated I have used pontocaine 
spinal anesthesia, which greatly facilitates the ease 
of operation, as contrasted with the more difficult 
relaxation under ether. A moderate Trendelenburg 
position is sufficient, although a high one is better. 
The patient is sometimes bothered by too high an 
inversion. 

I have usually placed be colostomy in the long 
left paramedian incision, without suture of the left 
lateral gutter, since there is about as much room 
for small bowel on the left as on the right side of 
the suspended colon. If the descending colon is 
brought out through a lateral rectus stab wound, 
the smaller lateral aperture should be closed, since 
there is much greater likelihood of small-bowel 
herniation with obstruction through a small aperture. 

The perineal part of the operation I have carried 
out with the patient in the right Sims position. 
After removal of the bowel segment the posterior 
wound is packed with a large gauze handkerchief 
inside of a rubber dam, and the wound is sutured 
from its upper end down to the drain, which comes 
out anteriorly. 
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The colostomy is opened in twenty-four or forty- 
eight hours, an enema given on the fourth or fifth 
day, and boric irrigations of the posterior wound 
are begun after removal of the posterior pack at 


- about the same time and continued until the dis- 


charge ceases. 

The average postoperative hospital stay is three 
weeks. 

In several cases I have removed the uterus and 
adnexa with the bowel segment, and occasionally 
part or all of the posterior vaginal wall. Resection 
of a loop of small bowel that has become involved 
in tumor by adherence to the main growth, with 
anastomosis of the ends, is sometimes necessary. 

Of the resections in this series of 198 cases, 138 
were performed over three years ago and 98 over 
five years ago; the remaining 60 have been done 
more recently and therefore have no end-result 
value. In every case where it was possible to do 
sO, as previously stated, the.growth was removed 
even if the outlook for cure was not good, and re- 
gardless of the age of the patient, if there seemed 
a reasonable likelihood of his surviving the operation. 

In the entire series there were 26 hospital deaths, 
a mortality of 13 per cent, with autopsies in 11 cases. 
The chief causes of death are given in Table 3. 


TaBLe 3. Causes of Death in Hospital. 


Cause or DEATH No. oF 

Cases 
Asesthesia. 1 
Suicide ..... 1 
26 


These patients varied in age from twenty-seven to 
seventy-five, but 22 were over fifty-four. 

The operations performed in these fatal cases 
are shown in Table 4. Although over 50 per cent 
of the deaths occurred in cases receiving one-stage 
resection, this should not be considered an indict- 


TaBLe 4. Operations Performed in Fatal Cases. 


Type or OPERATION 


Abdominoperineal resection: 


Anterior resection ...... 

End-to-end 
Tube resection ........ 


ment of the procedure, since actually the 14 deaths 
were only 10 per cent of the 131 single-stage resec- 
tions — a mortality lower than that of the series 
as a whole. 

The deaths from embolism occurred in 3 cases 
in which operation was done before the present era 


No. or 

Cases 

Two-stage 2 

4 

2 

3 

1 

Total 26 
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of femoral-vein ligations. It is of interest that 
thrombosis of one or both iliac arteries and their 
‘tributaries was found at autopsy in 2 of these, 
whereas in the third the pathologist could not 
determine the origin of the embolus. 

Of the 198 patients resected, 75 died later, in 
most cases of recurrent disease; 12 of these died of 
unrelated causes, and 96 are still alive. Of the 98 
patients operated on over five years ago, 32, or 33 


for five to fourteen years (Table 5). The latest 


TasLe 5. Radical Resections Performed Over Five Years Ago. 


RESULT No. or PERCENTAGE 
Cases 
Died in hospital ........ 12 12 
Alive and well. ......... 32 33 
Total 98 


death from recurrent disease occurred five years 
and five months after operation. 

In general, the patients who died later of recur- 
rence were the ones whose tumors were classified 
as Grade II or III adenocarcinoma, who had me- 
tastases in the lymph nodes at operation or who 
had a long history of symptoms and a large tumor 
invading the serosa and extending beyond it. There 
were, however, exceptions to this. Likewise, in 
the group of cured cases, were some with lymph- 
node involvement and a large tumor. 


SUMMARY 


The surgical treatment of 198 cases of carcinoma 
of the rectum in which radical resection was per- 
formed is discussed. A five-year cure rate of 33 
per cent was obtained. 

A single-stage abdominoperineal resection is 
recommended, the operative mortality in such 
cases having been 10 per cent, compared with an 
over-all mortality of 13 per cent. 


Discussion 


Dr. Frank H. Laney, Boston: I must say something 
about cancer of the rectum because of our large experience 
with it. This is a fine series, and Dr. Hayden is to be compli- 
mented. It represents the standard of the country for car- 
cinoma of the rectum as to operability, mortality and general 
results, and I do not believe that it could have been im- 
proved on materially. Cancer of the rectum is still a field 
that can be improved, however, in terms of approach from 
the standpoint of the general practitioner and the public. 
Before I report our end results I should like everyone to 
recall a few things that we are not doing in cases of cancer 
of the rectum. For one, we are not educating the general 
practitioners and the public enough to the fact that diagnosis 
does not have to be made solely by digital examination and 
does not have to be made by roentgenogram, but is to be 


our clinic, — I have repeated this statement a hundred times, 
but it contains such a lesson that I continue to do so, — 
studied 100 proved cases of carcinoma of the right colon, 
100 proved cases affecting the left colon and 100 proved 
cases involving the rectum, and in reviewing the histories 
asked only this question, Was there blood in the stool, alter- 


per cent, have survived without evidence of disease | 


found in the history in nearly all the cases. Dr. Swinton, in“ 
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ation in bowel function or pain of an obstructive character? 

In these cases the answer was “yes” in nearly 98 per cent; 

. = words, the diagnosis could have been made almost 
y mail. 

We need to educate the lay public more along these lines. 
About 3 out of every 100 persons have polyps of the large 
bowel and rectum. We must approach cancer of the rectum 
and colon in the precancerous stage, and include in our pro- 
cedures proctoscopic and sigmoidoscopic examinations and 
contrast enemas. In many of these cases, a history can be 
obtained of blood in the stools long before carcinoma could 
have been present, indicating that the lesion was at first 
a polyp. 7 

I dislike to present our figures because they are always so 
large. Nevertheless, | have to present them to you because 
it is from them that we must draw our conclusions. 

We have operated on 1800 patients for carcinoma of the 
colon and rectum, of whom 1200 or 1300 had carcinoma of 
the rectum and 500 or 600 had carcinoma of the colon. It 
is interesting that the operative mortality was originally 
10.3 per cent. In the last five years for the whole group it 
has dropped to 5.0 per cent. In the last two years the mor- 
tality in cases of carcinoma of the colon has dropped to 2.8 

er cent, and that in cases of carcinoma of the rectum to 
.9 per cent. 

Our operability is much the same as Dr. Hayden’s, 83.5 
per cent. It is also interesting to realize that 9.6 per cent 
of the patients in whom we resected the rectum had metas- 
tases to the liver, and in about 22 per cent of the cases there 
was involvement of other structures, such as neighboring 
segments of bowel, the uterus, the bladder or some other 
structure. In at least 60 cases we have removed the rectum, 
uterus, tubes, ovaries and part of the vagina. If the whole 
series of patients is put together, including those in which 
other organs were involved and those with metastases to 
the liver, 53 per cent of them are alive and well after five 
years without evidence of recurrence. It is important to 
remember that this series includes palliative operations, so 
ames the over-all figure for the cases that were operable is 

igher. 

e have done two-stage resections of the type that I have 
described in about 400 cases. We now do one-stage operations 
in about 81 per cent. I agree with Dr. Hayden that if one 
can see the pathological report, one can tell from this large 
experience about what will happen to these patients. If 
there is no lymph-node or blood-vessel involvement and the 
lesion is limited to the section of bowel removed, 90 per cent 
of the patients will be alive and well for over five years with- 
out evidence of recurrence. These are the favorable cases. 
If there are lymph-node metastases, only 37 per cent will 
be alive and well without recurrence, and if there is involve- 
ment of other structures, such as neighboring sections of 
bowel, 30 per cent will be alive and well. Unfortunately, if 
there is blood-vessel invasion, the one thing that means 
recurrence, only 14 per cent will survive for over five years. 

There is a school of thought in the country today, 
based on sentiment concerning the sphincter, that advocates 
limited procedures. I have read and heard several papers on 
preservation of the sphincter and formation of perineal 
colostomies, and I believe that these are bad. When one tries 
to accomplish two things, one loses something in each — one 
cannot have one’s cake and eat it, too, when one approaches 
the question of cancer. I do not care how small the lesion is; 
if it is truly carcinoma, the resection should be all the more 
aggressive, because thus there is a better opportunity to cure 
these patients at that time. When one tries to preserve the 
colon in terms of getting it down to the perineum, one un- 
consciously limits the radicalness of the procedure. After 
all, who wants a colostomy in the perineum, where the only 
way one can see it is with a mirror? I should much rather 
have one where it can be taken care of, and it can now be 
well handled with all the plans we know for managing colos- 
tomies. We sell no bags. None of our patients wear bags. 
They can be trained so to constipate themselves and sub- 
stitute irrigation for defecation that they do not need bags. 
Therefore, I do not see any reason why we should do any- 
thing that can limit the radicalness of procedures for the 
removal of such tumors. 

In regard to colostomies, do not let these patients get 
away from your oversight for the first six months. They 
lose their morale during that time, and that is the time that 
they have to be educated regarding the colostomy. There 
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must be someone to whom they can write or talk about their 
problems. Another thing is to teach them to establish what 
their bowel habits are to be, in terms of irrigation every two 
or three days. When these habits are established, they can 
do almost anything that they have done previous to the 
institution of the colostomy. 

I think that colostomy has such a bad name because the 
palliative type, with a living death attached to it, is largely 
the only one about which people and physicians know. 
When more patients and physicians are familiar with the 
colostomy after the lesion is removed, they will realize that 
- it is entirely different from the one in which the lesion is 
still present, causing most of the symptoms associated with 
palliative colostomy. 

This is still a great field for advancement, and the paper 
of Dr. Hayden presents an admirable personal series, with 
fine end-results. 


Dr. Davin CuEEver, Boston: There are many here better 
- qualified to discuss this subject than I, and I have little to 
say. I heard some of Dr. Hayden’s paper and thought it 
- excellent, and based on an extremely good record of personal 
results. I agree entirely with Dr. Hayden and Dr. Lahey 
about the necessity of educating the public about colostomy. 

It is very interesting for the older men to think back over 
the tn course of events in the history of the operation 
for carcinoma of the rectum: that is, to go back to the older 
days when, as I well remember, Dr. Maurice Richardson 
used to say, “If I had carcinoma of the rectum, I should g° 
to the poorest surgeon I could find and ask him to do the 
most extensive operation he could do.” The inference is 
obvious. 

The greatest advance that has been made in one sense in 
the treatment of carcinoma of the rectum is the recognition, 
as Dr. Lahey says, that the perineum is the very worst place 
to have a postoperative opening, and that we are striving 
for an impossible ideal in making the anus where Nature 
placed it first. This was for years and years one of the great- 
est mistakes that we could have made, and it was only when 
we made up our minds that we should not strive for an im- 
possible and impracticable ideal that we made further progress. 

I also agree Giealy with the idea that one way to educate 
people would be to let them see the favorable results in these 
cases, especially the comparative innocuousness of the arti- 
ficial anus. I have always told my students that we ought 
to keep nearby in our great hospitals one of our many suc- 
cessful cases, in which an active person gets along very well 
indeed with an artificial anus and does not have to curtail 
his activities in the least. We ought to keep such a patient 
available to talk to prospective patients. 


Dr. Lincotn Davis, Boston: Dr. Hayden’s paper was 
extremely well presented and showed first-rate results, and it 
was impressive to me because it was such an improvement 
over the statistics of my time. I should like to ask Dr. Hayden 
or Dr. Lahey, since they both do radical resections in the 

resence of metastases in the liver, how long the patients 
ive with metastases in the liver. 

I have been told that there is a great difference in metastases 
of carcinoma in the liver between those from the stomach 
and those from the large intestine; that metastasis to the 
liver in cases of carcinoma of the stomach is practically a 
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bar to going on with the resection, whereas that in cases of 
carcinoma of the large intestine apparently is not. How lon 
can one expect a patient to live with metastases in the liver? 


Dr. Haypen: I am afraid I cannot answer Dr. Davis’s 
question, except by saying that I have knowledge of at least 
2 patients who lived for four years with liver metastases. 
I have always removed the tumor if the liver was not ex- 
tensively involved, and occasionally even under those cir- 
cumstances. 

It is perfectly obvious that Dr. Lahey’s excellent results 
serve to emphasize what we all know, namely, that large 
numbers of cases, with increased technical experience, a 
gene organization and first-class anesthesia, entirely aside 
rom the excellent operative ability of the surgeons in the 
clinic, produce results that one would naturally expect and 
toward which we all ought to strive. 

I am sure that several of my deaths should have been 
avoided. It is easy to figure this out afterward, but the im- 
portant thing is to figure it out beforehand. 

Dr. Laney: I can answer Dr. Davis’s question because I 
came prepared to do so. The patients with metastases in the 
liver who have been operated on, with radical removal of 
the primary tumor, have lived an average of twenty-five 
months after operation. : 

Dr. Haypen: The patients with recurrences lived an 
average of two and a half years. Dr. Daland had some figures 
several years ago on the average duration of life in patients 
not operated on, which he may want to mention. 


Dr. Ernest M. Datanp, Boston: Before this society 
nine years ago I presented a series of 100 cases of untreated 
cancer of the rectum, comparing it with a treated series. 
With absolutely no treatment the average duration of 
life was fourteen months. We also studied a series of 80 

atients who had had colostomy only, and found that their 
ength of life was no greater than that of the untreated group. 

I should like to say a word in regard to our experience with 
cancer of the rectum at Pondville Hospital. At the present 
time we are operating with a greatly reduced number of beds. 
In 1941, when we were using 150 beds, we did 23 one-stage 
abdominoperineal resections, with a mortality of 11 per 
cent, and 5 colostomies and posterior excisions, with 1 death. 

We believe strongly that one of the answers to low mor- 
tality is a long preoperative preparation. This can be done - 
better in a state hospital than in some private hospitals. 
We ordinarily keep a patient for five to seven days and often 
two to three weeks before operation, getting him in condition 
so that he can go through an abdominoperineal resection. 

I agree thoroughly with Dr. Lahey that the care of the 
colostomy is extremely important. We do not allow our 
patients to use bags when they leave the hospital, but quite 
a number have come back to the follow-up clinics with bags. 
We think that the patient with a colostomy needs no bag 
and should have no trouble. 

In one of our follow-up clinics last spring I saw 13 patients 
who had had a radical resection for cancer of the rectum. 
I had some students with me, so I took pains to inquire about 
the habits of those patients in regard to their colostomies. 
Twelve of them said that they had absolutely no trouble. 
The thirteenth said that he had no control of it, possibly 
because he was an old man and drank too much beer. 
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HE Emergency Maternity and Infant-Care 

Program in Massachusetts completed its 
first year on September 2, 1944. The following dis- 
cussion relates primarily to the administrative 
phase of the program rather than to the medical 
findings. Participating in this program were more 
than 2000 physicians and 130 hospitals, the latter 
representing nearly all the 137 licensed hospitals 
giving maternity service in Massachusetts. During 
the first year, 13,703 cases were authorized for care. 
Of these, 12,035 (88 per cent) were maternity cases 
and 1668 (12 per cent) were infant cases. The 
total expenditure of funds for the first year was 


$591,644.76.§ 


Maternity CAsEs 


During the year in Massachusetts, there were 
approximately 85,000 deliveries, 14 per cent of 
which came under this program. Of these cases, 


Taste 1. Cost of Completed Maternity Cases. 


oF No. or EXPENDITURE 
CompLeTIon Cases TOTAL AVERAGE 
PER CASE 
1943: 
Be tember to December ..... 71 $5,683.41 $80.05 
582 55,475.12 95.32 


Average $96.03 


4421 were completed during the year, with a pay- 
ment of $424,543.48 (Table 1). In 4276 cases, 
complete payments were made; in 145 cases, partial 


The distribution of these cases in the different 
classifications of the armed forces were as follows: 
Army, 71 per cent; Navy, 22 per cent; Marine 
Corps, 3 per cent; and Coast Guard, 4 per cent. 


_ The average amount paid for each case was $96.03. 


There was a steady increase in the cost per case 
throughout the year, from $80.05 in 1943 to $101.62 
in August, 1944. The stay in the hospital averaged 
10.6 days. The lowest amount paid on any one 
case was $3 for one prenatal visit. The highest 
cost for a complicated case was $380.85. 

Of the total amount expended, 58 per cent went 
to hospitals, 40 per cent to physicians and 2 per 
cent to miscellaneous charges, such as clinic fees, 
nursing, ambulance, unusually expensive drugs, 
transfusions and anesthesia. The payments to 
private physicians were influenced by the fact that 
many cases were delivered without medical cost 
in Army or Navy hospitals or in the wards of the 
large city hospitals. 

Table 2 shows the average amount spent on 
different types of care given to maternity cases. 


TaBLe 2. Average Expenditures for Various Types of Service. 


Type or Service Cases RECEIVING 


VERAGE 
SpeciFiep CARE EXPENDITURE 
NO. PERCENTAGE Per Case 
OF TOTAL 

Attending private physician. 3608 82 45.58 


The average payment to the physician was less 
than the $50 fee allowed for complete maternity 
care because of the fact that some patients moved 
from Massachusetts, so that they were under a 
physician’s care in this state only a short time. 


° TABLE 3. Trimester of Pregnancy at Time of Application. 
TRIMESTER MontTu or CoMPLETION Aut Cases 
SEPT.-DEC. JAN.-APR. MAY-AUG. 
Percentage No. Percentage No. Percentage No. Percentage 
1 1 20 2 331 11 352 
Second ........... 1 1 250 20 1472 47 1723 39 
69 98 959 78 1318 42 2346 53 


payment was made because the patients moved, 
died or withdrew their applications. 


*Director, Division of Child Hygiene, Massachusetts Department of 
Public Health. 


tAssistant director, Division of Child Hygiene, Massachusetts Depart- 
ment of Public Health. 


tPrincipal statistical clerk, Division of Child Hygiene, Massachusetts 
Department of Public Health 


§The total expenditure through January, 1945, was $1,195,436.36. 


Also, at the beginning many patients were admitted 
late in their pregnancy, and therefore did not receive 
complete maternity care under this program. This 
is more clearly brought out in Table 3, which shows 
the trimester of pregnancy at the time of applica- 
tion. Because this was the beginning of the program, 
the first completed cases were naturally in the 
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third trimester. The second year should give a 
better picture of the distribution of patients in the 
three trimesters applying for care. 

The distribution of cost a¢cording to four-month 
periods for hospital and medical care (Table 4) 
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births. The 97 stillbirths represent a rate of 23.3. 
per 1000 live births, which agrees closely with the 
rate for Massachusetts in 1943 (23.5). There were 
33 cases of twins, or 66 infants, of which 42 were 
full-term live births, 21 were premature live births 


TaBLe 4. Average Payments to Hospital and Attending Private Physicians. 


PerRiop Cases Receivinc Hospitat Care Cases Hayinc AN ATTENDING PRIVATE 
HYSICIAN 
NO. PERCENTAGE AVERAGE NO. PERCENTAGE AVERAGE , 
PAYMENT PAYMENT 
September-December ........... 71 100 33 46 $40.55 
ay-August . 2994 96 2607 46.32 
i 96 $58.23 82 $45.58 


shows a fairly steady hospital payment throughout 
the year. The interesting feature is the increase 
in the percentage of cases having a private physician 
from 46 per cent in the first four-month period to 
84 per cent, or nearly twice as much, in the last 
four-month period. The 46 per cent figure may be 
explained by the fact that the first cases completed 
were those that were cared for in hospitals where 
there was no charge for medical care. There was, 
however, a distinct increase in the number of patients 
having private medical care. This increase may 
have been influenced by the fact that after No- 
vember 15, 1943, the hospital payments were made 
on the basis of ward cost per patient-day up to $6. 
This made it possible, in some cases, for patients 
to be cared for in semiprivate rooms at ward cost, 
thus enabling physicians on the courtesy ‘staff to 
deliver patients in the hospital. The table also 
shows that the payments to physicians increased 
gradually during the year, indicating that the 
later patients came under the program earlier in 
pregnancy and thus that more prenatal visits were 
paid for. 

Of the 4421 maternity cases, 4357 (99 per cent) 
were carried through delivery; 25 women had precip- 
itate deliveries in the home. In 4259 cases the 
program paid for hospitalization; the remainder 
used some form of hospital insurance. 

The outcome of delivery is shown in Table 5. 


TABLE 5. Outcome of Delivery. 


OutTcoME No. PERCENTAGE 
Total . 4390* 


*Greater than the number of deliveries because there were 33 cases of 
wins. 


There were 4172 live births. Of these, 4026 (96.5 
per cent) were full-term and 146 (3.5 per cent) 
were premature live births. The latter percentage 
is about that recorded in state well-child confer- 
ences and in the hospital reports of premature live 


and 3 were stillbirths. Of the 4172 infants born 
alive, 52 were reported by the obstetric attendant 
as having died, 51 of them under one month of age. 
In all probability this does not represent the actual 
number of deaths. Many obstetricians turn over 
infants to pediatricians during the first two weeks, 
especially if they are ill. Thus, there may have 
been deaths among this group that were not reported 
by the obstetric attendant. 

There were 7 maternal deaths during or after 
delivery. This represents a rate of 1.7 per 1000 
live births, which compares favorably with the 
rate for Massachusetts for 1943 (2.0). 


INFANT CASES 


During the first year of the program, 315 infant 
cases were completed. An infant case was con- 
sidered as completed when the infant had reached 
his first birthday. 

The distribution among the divisions of the 
armed forces closely resembled that of the maternity 
cases — Army, 74 per cent; Navy, 22 per cent; 
Marine Corps, 2 per cent; and Coast Guard, 2 
per cent. 

During the first year infant care comprised pay- 
ments for the sick infant, for health supervision at 
well-child conferences and, during August, 1944, 
only, for immunization (Table 6). In 83 per cent 


TaBLe 6. Average Expenditures on Authorized mare for 
ompleted Infant Cases. 


Type or Care Cases RECEIVING EXPENDITURE 
Speciriep 

NO. PERCENTAGE TOTAL AVERAGE 

PER CASE 
315 $13,791.73 $43.78 
Care of sick infant: .... 263 83 13,692 .23* 52.06 
Hospital . . 2 111 35 9,806.4 88.35 
Attending physician . ee 66 3,114.00 15.04 
Consultati 43 18 6 360. 20.00 
Nursing 9 3 93.63 .40 
Immunization ... oe 4 1 30. 7.50 
Health supervision at 49 16 69.50 1.42 


well-child conferences 


*Includes $318.12 spent for services other than the four designated ones. 


of the cases payments were for the sick infant. The 
average cost for infant care was $43.78, the lowest 
being 50 cents for health supervision, and the highest 
$1480.63 for laryngeal stenosis. 
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Hospitalization in this group represented by far 
the greatest cost, even though only 35 per cent of 
all the infants were hospitalized. These infants 
had 2005 days of hospital care, an average of 18.1 
days per case. Nineteen infants died, 8 being under 
one month of age. Immunization showed a small 
amount because this service became available only 
during the last month of the first year. 

These 315 cases are too few.to form the basis of 
an analysis. from which comprehensive conclusions 
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may be drawn. They serve rather to indicate the 
trends to be expected in the increasing numbers that 
may be reported in the future. 


SUMMARY 


Certain administrative phases relating to the 
Emergency Maternity and Infant-Care Program in 
Massachusetts are discussed, with the aid of statistics 
derived from the first year of operation. 


ACUTE ULCERATIVE COLITIS 
; Report of a Case 
Frep M. SuizBercer, M.D.* 


SOUTHBRIDGE, MASSACHUSETTS 


NE of the still unsolved problems in medicine is 
a condition described in the medical literature 
as “‘chronic ulcerative colitis.”” As yet no completely 
successful treatment has been evolved, and many 
confusing reports on the efficacy of various thera- 
peutic measures are still to be found. Most authors 
agree concerning the symptomatology and consider 
that the disease is essentially chronic in nature, with 
acute exacerbations as a characteristic feature. The 
majority of writers also agree that a chronic ulcera- 
tive colitis may be caused by several different agents. 
In one form of the disease, for which no specific cause 
has as yet been found, the term “nonspecific ulcera- 
tive colitis” is employed. 

The therapy of this form of ulcerative colitis is still 
a matter of personal experience and opinion. Reports 
of the results of dietary management, chemotherapy, 
serum therapy and different methods of surgical 
interference are reported with enthusiasm by some, 
but are discredited by others who have experienced 
no success with these methods. 

A feature that is predominant in all the cases of 
nonspecific ulcerative colitis is the nervous per- 
sonality of the patient, or some manifestation of an 
abnormal psychologic condition. 

A survey of the literature on ulcerative colitis in- 
dicates that the term “chronic ulcerative colitis’’ is 
not satisfactory. There are some cases in which the 
disease runs an acute fulminating course that might 
properly be called “‘acute ulcerative colitis.” This 
manifestation, which has been reported only occa- 
sionally, is of importance because of the tendency 
toward a rapid fatal outcome. Only in a few cases 
do therapeutic measures seem to be successful, and 
even in these a critical observer asks himself whether 
the recovery occurred independently of them or 
because of them. 


*Member of medica! staff, Harrington Memorial Hospital, Southbridge. 


The importance of an early diagnosis in acute ful- 
minating cases is obvious, but this may be difficult 
at times, especially if the features of the disease are 
confusing and if sigmoidoscopy cannot be done. The 
following case history serves as an illustration. 


CasE REporT 


E. F., a 29-year-old, married woman, was admitted to the 
Harrington Memorial Hospital on August 8, 1944. Four 
days previous to admission, she began to have diarrhea. She 
had eleven bowel movements on the Ist day, and the stool 
contained some blood and mucus and was very watery. 
There was no pain. The appetite was good, but rhe atient 
slept poorly. The day previous to admission she could take 
no food without vomiting. 

The past history revealed little information. The patient 
had never been seriously ill. She had borne a child 8 years 
previously. Her married life was happy. Menstruation was 
regular. She had always been nervous, and the only time 
when she was mentally contented was when she worked in a 
factory and did not have time to think about herself. Six 
years previously she spent much of her time with a friend 
who had colitis and who talked incessantly about her disease. 
The patient became afraid that she would contract it, and 
possibly as a result had an attack of diarrhea. A diagnosis of 
colitis was made, but was never confirmed by an examination. 
During the last 5 years, she had several attacks of diarrhea, 
but did not move her bowels more than three or four times a 
day, and the attacks never lasted more than 3 days. These 
attacks were always connected with excitement or worry. 

During the 7 months before admission, the patient took 
care of her mother, who was suffering from cancer of the in- 
testines and bladder. She thought that she might get cancer, 
artd worried continually. She was also upset i er father, 
who was a chronic drinker and came home every night in- 
toxicated. Once he tried to commit suicide by jumping out 
of the window, and she had to hold him back. From then on 
she stayed up every night until he was safely in bed. Her 
husband’s joining the Navy added to her worries. Two weeks 
after the death of her mother, she left her home and went to 
visit her aunt. Ten days later her acute illness began. 

hysical examination showed a thin, sick-looking woman, 
who was extremely nervous. The weight was 98 pounds (40 
pounds underweight). The blood pressure was 110/80, the 
pulse 128, and the temperature 98.6°F. The tongue was 
coated. The lungs were normal. The heart was within normal 
borders, with the action regular but accelerated. There were 
no murmurs or abnormal accentuations. The abdomen was 
sensitive and somewhat tender throughout. The spleen and 
liver were not enlarged, and no tumor masses were palpable, 
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Rectal examination revealed no abnormality. There was a 
slight exophthalmos, and a tremor of the hands and tongue. 
The reflexes were exaggerated. There was a slight papular 
skin rash. 

The urine showed no albumin, sugar or bile; microscopical 
examination was negative. The hemoglobin was 87 per cent 
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watery. Since all the examinations, including x-ray study, 
showed no sign of colitis, it was thought that the patient had 
an intestinal infection, and she was treated accordingly. 

sigmoidoscopy was proposed, but before the necessary ar- 
rangements could be made the patient insisted on going home, 
leaving the hospital against medical advice on the 5th day. 


Ficure 1. 


and the color index 1.05. The red-cell count was 4,160,000 
and the white-cell count 19,500, with 77 per cent neutrophils, 
19 per cent lymphocytes and 4 per cent mononuclears. Bac- 
teriologic examinations of the stool and urine for paratyphoid 
and dysentery bacilli were negative. X-ray examination of 
the colon on the 3rd day showed no gross pathologic change 


(Fig. 1). 
On the 2nd day, the temperature gradually began to rise 
(Fig. 2). The stools showed no blood or mucus but were very 


Before she left, treatment with sulfaguanidine was started, 
and this was continued in her home by her physician. 

The patient was readmitted on August 28. While at home, 
she had discontinued the sulfaguanidine treatment for some 
time and had then recommenced it in smaller doses. She had 
been running a temperature of 99°F. in the morning and one 
of 101 to 102°F . at night. She had had several watery bowel 
movements daily and had lost 7 pounds. Two days before 
admission she discovered a skin rash on both knees. 
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The physical findings were not much changed from those 
on the first admission, except that the patient appeared to 
be much sicker. The abdomen was slightly distended, and 
there were gurgling sounds in the intestines. There was slight 
pain on pressure on the right side of the abdomen. There was 
a skin rash on both knees, with round, oval pale-red swell- 
ings, slightly elevated and painful to touch. The pulse was 
150 to 160 and of poor quality. The blood pressure was 
110/90. The white-cell count remained at 15,000. Rectal ex- 
amination again proved negative. The patient was appre- 
hensive and anxious. She still had four to eight watery bowel 
movements every 24 hours, which never contained blood or 
mucus. She ran septic temperatures that reached 103°F. at 
night and 99.4°F. in the oe 

ree days after the second admission, the right knee joint 
became swollen and painful. The next vn a slight systolic 
murmur was heard over the apex and mitral area. The spleen 
appeared to be enlarged and painful. The white-cell count re- 
mained between 15,000 and 20,000. The urine and stool 
were negative. An agglutination test for undulant fever and 
a blood culture were negative. 

The clinical picture at this stage of the disease included a 
septic temperature (Fig. 2), a rapid pulse of poor quality, a 
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sary. This was performed on the following day. The cecum 
was thickened and red. Because of the patient’s weakened 
condition, the surgeon did not explore farther. After the 
operation, intensive parenteral fluid therapy was adminis- 
tered, including plasma, blood and dextrose, but in spite of 
this her condition became worse daily. The temperature rose 
again, as did the white-cell count. 

On the 10th day following operation, the patient developed 
a psychosis. She became extremely aggressive but was easily 
quieted. On the 11th day she became noisy, screamed if any- 
one came near her bed and insisted that the nurses and 
physician were going to poison her. On the same day the 
temperature rose to 103.4°F. and the white-cell count to 
30,000, and the patient died. 

Autopsy (performed by Dr. William Freeman). The entire 
colon had many ulcers, five of which had perforated the bowel 
at its rectal end. The serosa of these perforated areas was 
dark-red, soft and mushy and was surrounded by a}'thick 
bank of greenish-gray fibrinous exudate. There was¥prac- 
tically no free fluid pus. In the remainder of the colon, begin- 
ning at the cecum, there were relatively few ulcers, which 
were shallow and involved only the mucosa. The edges of 
these ulcers were serrated but not hemorrhagic. Distally the 
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Ficure 2. 


systolic murmur, an enlarged spleen, skin eruptions, an acute 
inflammatory swelling of one knee joint and a high white- 
cell count — the perfect clinical picture of a septicemia. 
There was still no objective proof of colitis. The negative 
blood culture proved nothing against the diagnosis of septi- 
cemia because of the previous medication with sulfaguanidine.. 
An electrocardiogram merely showed a sinus tachycardia. 
X-ray examination of the chest was negative. 

On the 10th hospital day, 3 weeks after the first barium 
enema, another x-ray film was taken. This showed a tremen- 
dous change in the colon. Its outline presented a typical saw- 
tooth appearance along its entire course, characteristic of 
advanced ulcerative colitis (Fig. 3). The last third of the 
large intestine seemed to be deprived of most of its mucosa. 
These x-ray findings established the diagnosis. 

Up to this date every therapeutic measure had proved in- 
effective. When the diagnosis of probable septicemia was 
established, penicillin was given in doses up to 100,000 
units every 24 hours for 5 days. Neither the patient’s con- 
dition nor the temperature improved in any way, and on the 
6th day this treatment was abe aA f and sulfadiazine 
treatment was begun. This seemed to be more effective, in- 
asmuch as the temperature slowly decreased and the white- 
cell count fell from 14,000 to 10,000. The enlargement and 
tenderness of the spleen, the swelling of the right knee joint 
and the skin rash disappeared. 

After the x-ray examination had established the serious- 
ness of the colitis, it was decided that an ileostomy was neces- 


ulcerations became gradually more severe, coalesced, and 
ended deeper in the perforated ulcerations ‘noted above. In 
some parts of the descending colon the ulcerations involved 
the entire circumference of the wall and the inner layers of 
the muscularis. The remainder of the gastrointestinal tract, 
including the terminal ileum, was essentially normal. Cause 
of death: acute ulcerative colitis, with perforations and ab- 
scesses. Anatomical diagnoses: pulmonary emboli; healed 
— tuberculosis; fatty degeneration of the liver; congestion 
of the spleen; and acute and chronic ulcerative colitis, with 


perforations and abscesses. 


SUMMARY 


A case of acute ulcerative colitis is presented, with 
several unusual clinical features indicative of the 
infectious process. These included a large tender 
spleen, swelling of the knee joint and erythema 
nodosum. Death occurred from the severity of the 
infectious process and multiple perforations of the 
bowel. 

The lack of response to adequate penicillin therapy 
was striking, and suggests that this drug is of little 
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value in acute nonspecific ulcerative colitis. Simi- 
larly, an ileostomy was ineffective, presumably be- 
cause of the fulminating nature of the condition. 


Failure to make an early diagnosis was undoubt- 
edly due to the fact that sigmoidoscopy could not be 
performed. The importance of this maneuver as a di- 


Ficure 3, 


The apparent response to sulfadiazine indicates 
that this form of chemotherapy should be fully at- 
tempted over an adequate period of time in cases 
of this severity. 


agnostic measure in unexplained diarrhea is stressed. 
The importance of psychologic factors in aggravat- 

ing the condition is demonstrated. 
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BODY-FLUID PHYSIOLOGY: THE RELATION OF TISSUE COMPOSITION 
TO PROBLEMS OF WATER AND ELECTROLYTE BALANCE* 


C. Darrow, M.D.f 


NEW HAVEN, CONNECTICUT 


HE following paper summarizes recent work 
on the chemical structure of the body in as 
much as it is related to some of the problems of 
water and electrolyte balance. Some of the con- 
cepts are based on work that has not yet been con- 
firmed, but enough is established to give a tentative 
outline of the changes in composition of intracellular 
as well as extracellular fluids. 


CHEMICAL ANATOMY 


From the point of view of balance of water and 
electrolyte, the chemical anatomy can be described 
in terms of three tissues. These are chosen because 


water and electrolyte will not enter into the subse- 
quent discussion. 

The second category of tissues makes up the 
extracellular fluids and is typified by blood plasma. 
Table 1 gives representative examples of extra- 
cellular fluids. They all contain large amounts of 
sodium and chloride and relatively little potassium 
and magnesium. Although interstitial fluid con- 
tains much less protein than does blood plasma or 
lymph, it is not protein-free? The composition of 
the various gastrointestinal fluids and sweat is 
dependent on the activity of the glands. Cerebro- 
spinal fluid contains more chloride than an ultra- 


TaBLe l. Approximate Composition of Various Extracellular Fluids. 
FLuip HCOs Ci Na K Ca Mc Protein) WarTerR 
mM./1. mM_./1. mM./I. mM./fl. mM.fl. gm.fl. gm.fi. 

25 100 142 4.3 2.5 1.7 70 940 
Utrafiirate of serum . 28 111 145 3.3 1.6 1.2 993 
21 125 147 2.8 1.7 993 
astric 0 145 20 8 993 
Pancreatic juice .............+-. 110 40 140 5 993 


of their size, and because their peculiar chemical 
composition characterizes other tissues, both as to 
composition and to the types of change that take 
place. 

The first tissue is bone, which contains almost 
all the body calcium and extracellular phosphorus. 
The molecular ratio of calcium to phosphorus in 
bone is 1:0.57. This fact enables one to calculate 
the balance of cellular phosphorus from the balance 
of calcium and phosphorus. It is not usually recog- 


nized that calcified material contains about 1 mole. 


of sodium for every 30 moles of calcium.'! Thus, 
bone sodium is equivalent to about 10 per cent of 
the total body sodium in babies and about 33 per 
cent of that in adults.? Since this sodium is not 
available to the rest of the body fluids when com- 
bined in the calcified matrix, bone sodium can 
affect other body fluids only when extreme changes 
in calcification are taking place. Since significant 
fluctuation in the amount of bone calcium is not 
likely to occur in the short periods of time when a 
physician is concerned with problems of water and 
electrolyte balance, the effect of bones on tissue 


*From the Department of Pediatrics, Yale University School of Medicine. 


tAssociate professor of pediatrics. School of Medicine; 
associate pediatrician, New Haven Hospit 


filtrate of plasma, owing to some peculiarity of the 
so-called “blood brain barrier.” All the extra- 
cellular fluids are derived from blood plasma, and 
a protein-free ultrafiltrate plasma may be used to 
represent the composition of extracellular fluids 
as a whole. Altogether, extracellular fluids make 
up 25 to 30 per cent of the body weight in babies 
and 20 per cent of that in adults. Total extracellular 
electrolyte is approximately equal to the volume of 
extracellular fluids times the concentration of the va- 
rious electrolytes in an ultrafiltrate of blood plasma. 

It is obvious that the preservation of the in- 
tegrity of the extracellular fluids is intimately 
connected with the balance of sodium and chloride. 
The chief organ that regulates these fluids is the 
kidney. Indeed, the urine may be considered a 
highly modified filtrate of plasma that is elaborated 
and excreted for this purpose. It is obvious that 
extracellular fluids may increase or decrease in 
volume, as in edema and dehydration; they may 
show increase or decrease in electrolyte concen- 
tration, and there may be an increase or decrease 
in bicarbonate concentration, as in alkalosis or 
acidosis. Some mention of the effects of these 
various disturbances on total body electrolyte is 
given below. 


233 
45 


92 


The third category of body fluids comprises the 
intracellular fluids. In addition to organic material 
and water, the cytoplasm is made up of relatively 
large amounts of potassium, magnesium and phos- 
phorus and small amounts of sodium and chloride. 
Table 2 shows analyses of different tissues together 
with the probable proportions of extracellular and 
intracellular water and the probable concentrations 
of certain constituents per kilogram of intracellular 
water. The compositions of intracellular fluids are 
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this fashion, but heart muscle shows no demonstrable 
change in intracellular water in response to changes 
in concentration of extracellular sodium, and brain. 
tissue tends to lose potassium® and to keep intra-” 
cellular water relatively constant. Intracellular 
sodium replaces deficits of skeletal and cardiac 
muscle potassium, but true deficits of liver potassium 
have not been demonstrated except in certain 
stages of shock.’ The errors involved, however, 
in considering that all intracellular fluids react like 


TaBLE 2. Composition of Various Tissues* and Probable Composition of Intracellular Fluid.t 


Tissue or Fiuip Ci Na K P Protein WaTER 
+ EXTRA- INTRA- TOTAL 
CELLULAR CELLULAR 
mM. mM. mM. mM. gm. gm. gm. gm. 
Tissue: 
Skeletal muscle ................ 6 48 33 96 37 308 345 
Cardiac muscle ............... 19 24 34 &K 129 281 410 
11 11 30 36 75 65 205 270 
25 37 67 67 69 170 363 533 
t : 
3 7 155 107 306 
Cardiac muscle ............... ee 15 142 121 310 
d 12 5 145 176 366 


*Expressed as amounts per 100 gm. of fat-free solids. 
tExpressed as amounts per 1000 gm. of intracellular water. . 


similar but not identical. The characteristic feature 
is a high concentration of phosphorus, potassium 
and magnesium and a low concentration of sodium 
and chloride. The amount of intracellular water 
is chiefly dependent on the balance of potassium 
but is indirectly influenced by the concentration 
of extracellular sodium.** 

From the point of view of the body as a whole, 


total intracellular fluids may be represented by 


the intracellular phase of skeletal muscle. This is 
permissible because 40 per cent of the body weight 


_is made up of muscle, and this accounts for about 


that of skeletal muscle are not large enough to 
invalidate this assumption as a means of visualizing 
a first approximation of changes in the composition 
of body water and electrolyte as a whole. 


ScHEMATIC REPRESENTATION OF Bopy WATER 
AND ELECTROLYTE 


To represent the makeup of the body, Table 3 
shows the approximate composition of a 10-kg. 
infant.* Extracellular fluid is represented as 2.5 kg. 
of fluid having the composition of an ultrafiltrate 
of plasma. Intracellular fluids are represented by 


Tasie 3. The Extracellular and Intracellular Fluids in a Normal 10-Kg. Child. 
HCOs L Na K So.ips Water 
mM. mM.fkg. mM. mM.fkg. mM. mM.fkg. mM. gm.fkg. gm. kg. 
Extracellular: 
Concentration ........ 28 111 145 3 
mount........-..06. 70 277 362 8 2.5 
Intracellular: 
ncentration® ....... 10 ' 3 12 157 
Amount.............- 45 15 54t 706t 1377 4.5 


*The composition of intracellular fluid is based on analyses of cat muscle. 

tThe table shows the usual concentrations and amounts of intracellular sodium and potassium. Actually, intracellular sodium 
may be practically zero and the concentration of intracellular potassium about 10 per cent lower in eroonivialy germs! rats and 
cats. Thus, the total intracellular sodium may vary from a trace to 54 mM., and the potassium from 640 to mM. 


70 per cent of the total intracellular fluid. For a 
schematic presentation, the high proportion of 
muscle water is fortunate, since the changes in 
composition of muscle under various conditions 
can be described with considerable confidence.*:§ 
Thus, osmotic equilibrium between the intracellular 
and the extracellular phases of muscle is brought 
about by shifts of water into or out of the cells so 
as to bring about a change in electrolyte concen- 


. tration about half as great as that in extracellular 


fluids.’ No shift of cations across the membranes 
seems to be involved. Liver tissue also reacts in 


4.5 kg. of fluid having the composition of the intra- 
cellular phase of the muscle. The data are based 
on analyses of cat muscle, but human muscle re- 
sembles cat muscle quite closely. Since it has been 
found® that the composition of the muscle of rats 
shows certain variations without abnormalities in 
the serum, the limits of these variations are shown 
in a footnote to the table. It should be stated, how- 
ever, that both rats and cats tend to have the higher 
cent of body weight instead of 
5 per cent. The tables represent pat approximations, but since the 


important relations are quantitative, tables rather than diagrams are the 
best method of presentation. 


the same proportions except that 
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levels of intracellular potassium and sodium, and 
this fact justifies the assumption that these values 
are frequent. When serum potassium is abnormally 
high, muscle potassium may reach even higher levels, 
usually with apparent loss of intracellular sodium.* 
As is pointed out below, there is a tendency toward 
a reciprocal relation between intracellular sodium 
and potassium in muscle. The low normal levels 
of muscle potassium, however, are not always ac- 
companied by gains in intracellular sodium, and 
the high normal levels of muscle potassium do not 
necessarily lead to low intracellular sodium. At- 
tention is directed to the considerable normal varia- 
tion in body sodium and potassium that may arise 
from variations in so-called “normal” cellular com- 
position of intracellular fluids. 

The evidence for intracellular chloride is indirect® 
and theoretical.* Some evidence indicates that its 
concentration equals that of potassium in extra- 
cellular fluids. It constitutes a sufficiently small 
and constant fraction of total extracellular chloride 
so that it need not be considered in the present 
discussion. 

Table 3, then, shows what may be considered the 
normal partitions in tissue composition when the 
normal variations of extracellular concentrations 
and volumes are not taken into consideration. 
Subsequent paragraphs will bring out the effects of 
normal as well as abnormal variations in the com- 
position of intracellular fluids. 


CHANGES IN Bopy F.Luip INVOLVING 
EXTRACELLULAR ELECTROLYTE 


Previous discussions of the problems of body 
water and electrolyte. have assumed that the cell 
membranes are practically impermeable to ca- 
_tions.!°- This surmise is known not to be true, 
for it has been demonstrated that both sodium and 
potassium readily cross cell membranes. Never- 
theless, the distribution of these cations remains 
such that many phenomena can be described by 
assuming that adjustments to changes in the sodium 
concentration in extracellular fluids will be largely 
brought about by shifts in water. Thus, with a 
decrease in concentration of serum sodium, water 
enters the cells so as to reduce the concentration of 
intracellular potassium in muscle and liver and 
probably many other tissues.’ If there is increase 
in concentration of serum sodium, water leaves 
the cells so as to increase the concentration of intra- 
cellular potassium. The process is the same as the 
swelling and shrinking, respectively, of erythrocytes 
in hypotonic and hypertonic salt solutions. Hence, 
the volume of extracellular fluids depends chiefly 
on the total amount of extracellular sodium and 
extracellular water can be maintained at the expense 
of a drop in serum sodium concentration. Diminu- 
tion of extracellular volume frequently accompanies 
abnormal concentrations of extracellular electrolyte 
and probably accounts for the fact that such con- 
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ditions are grouped together under the term “de- 
hydration.” Total body water, however, may be 
normal when serum concentrations are low because 
the cells contain too much water. Also, total electro- 
lyte is usually diminished in amount when serum: 
concentrations are high, because high concentra- 
tions usually mean that there is not enough water 
available for the kidney to carry out its function 
of adjusting electrolyte concentration. Generally, 
some sodium and chloride have been excreted before 
the shortage of water has led to the rise in con- 
centration. The important point is to realize that 
the central feature of clinical dehydration is prac- 
tically always a deficit of extracellular electrolyte, 
and that this may or may not involve gross deficit 
in total body water. 

The mechanisms of the various symptoms of 
dehydration are not clear. Space is not available 
for discussion of these features, but the practical 
point that loss of body water and electrolyte leads 
to shock needs emphasis. Loss of extracellular 
electrolyte usually involves decrease in plasma 
volume and a tendency to lose plasma proteins. 
It is for this reason that patients suffering from 
dehydration must be given transfusions as well as 
salt solution. For the same reason a patient in 
dehydration must never be subjected to procedures 
leading to shock until his deficit of sodium chloride 
has been replaced, and frequently transfusions of 
blood are also indicated. This point is illustrated 
by the fact that the recent drop in operative mor- 
tality in such a surgical emergency as intussuscep- 
tion correlates with the preoperative care rather 
than with the time of operation. Decrease in glomer- 
ular filtration accounts for the poor renal function 
of dehydrated patients, and salt as well as water 
is required to restore urine volumes. 

Experimental and clinical observations indicate 
that dehydration is usually accompanied by a 
relatively greater loss of sodium and chloride than 
of water and that this results in a decrease in the 
concentrations of extracellular electrolyte. In an- 
imals the maximal loss of extracellular electrolyte 
that is compatible with life is one third to one half 
of the total extracellular electrolyte. This is equiva- 
lent to 80 to 100 cc. per kilogram of body weight of 
physiologic saline solution or some fluid more closely 
resembling interstitial fluid. 

Table 4 shows the probable state of body water 
and electrolyte that results from the loss of about 
ane third of the extracellular electrolyte without 
change in total body water. The figures are based 
on data obtained from analyses of cat muscle and 
represent fairly closely what occurs in many patients. 
Tables 3 and 4 should be compared to appreciate 
the deviations from normal. Note that the shift 
of water into the cells does not diminish the intra- 
cellular concentration of potassium as much as 
does the decrease in extracellular concentration of 


sodium.’ This representation conforms to direct ~ 
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analyses of tissues’ and has been indirectly con- 
firmed by other types of observation.™ The finding 
indicates that some intracellular compounds, pre- 
sumably those combined with potassium, do not 
dissociate to the same degree under all conditions. 
In the schematic representation it was assumed that 
10 mM. (millimoles) of sodium was _ transferred 
from intracellular to extracellular fluids. Tissue 
analyses suggested but did not prove this type of 
reaction in cats subjected to depletion of extracellu- 
lar electrolyte.’ The scheme indicates that about 
600 cc. of physiologic saline solution should correct 
all the defects in tissue composition if the kidneys 
function adequately. 

Certain observations!® suggest that following 
loss of extracellular electrolyte the. kidneys tend 
to restore the concentrations to normal by excreting 
water. In the above schema this could be done by 
the excretion of 0.6 kg. of water. Theoretically 
this would leave intracellular fluids normal but 
reduce extracellular water to 1.9 instead of 2.07 
kg. With small losses of extracellular electrolyte 
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in the present discussion to represent a disturbance 
in tissue composition. When the various items are 
left in the body in abnormal proportions, a disturb-. 
ance in body water and electrolyte has developed. , 

As shown in Table 3, a considerable normal varia- 
tion in intracellular electrolyte is indicated. Thus, 
if all intracellular sodium leaves the cells, an amount 
of sodium (54 mM.) is made available to extra- 
cellular fluids that is equivalent to about one sixth 
of the total extracellular sodium. In terms of acid- 
base equilibrium this amount of sodium could in- 
crease the sodium available to form bicarbonate by 
an amount equivalent to three fourths of the normal 
sodium bicarbonate of extracellular fluids. On the 
other hand, if the muscle started with low intra- 
cellular sodium, increase in intracellular sodium to 
the usual! higher figure would have a corresponding 
effect in decreasing extracellular sodium, especially 
that combined with bicarbonate. Both types of 
reaction probably take place especially in degrees 
not involving all the intracellular sodium. These 


small shifts of intracellular sodium, however, are . 


TaBLe 4. The Extracellular and Intracellular Fluids in a Dehydrated 10-Kg. Child.* 
Fiuip HCO Cu Na K So.ips WATER 
mM.Jkg. mM. mM.fkg. mM. mM./kg. mM. mM.J/kg. mM. gm.fkg. gm. keg. 

Extracellular: 

Concentration ........ 24 101 131 3.3 

Intracellular: 
oncentration ........ 10 3.3 9 143 280 
EERIE TOES 49 16 44 706 1377 4.93 


*It is assumed that no water has been lost and that the loss of electrolyte is 87 mM. of sodium and 66 mM. of chloride; the 
composition of the intracellular fluid is based on analyses of cat muscle. 


this type of reaction occurs, but with large deficits 
of sodium and chloride the kidneys excrete water 
slowly and tend to preserve volumes at the expense 
_of concentrations.4—'6 

Dehydration may be caused by abnormal diuresis, 
—adrenal insufficiency, diabetes, hyposthenuric 
nephritis and so forth, — diarrhea, sweating or 
vomiting. Furthermore, localization of extracellular 
electrolyte at the site of trauma or a burn affects 
the rest of the body in much the same manner as 
does loss from the body. Each type of loss tends 
to have certain characteristic features. These have 
previously been adequately described.!°-” For this 
reason the rest of the discussion will be concerned 
with intracellular changes. 


CHANGES IN Bopy F.uips INVoLvING 
INTRACELLULAR ELECTROLYTE 


During starvation, fever and certain other disturb- 
ances, cellular structures may be consumed as a 
whole. In this case, nitrogen, potassium and phos- 
phorus are excreted together with water in the 
proportions that make up the tissues consumed. 
- This type of change leads to loss of body water 
and electrolyte, but the remaining tissues are rela- 
tively normal, and such losses are not considered 


difficult to prove in patients, and considerable 
study will be necessary to determine the frequency 


and extent of such changes under various circum-. 


stances. 

Studies have shown that practically all intra- 
cellular sodium is transferred to extracellular fluids 
in one type of acidosis. This observation was made 
in infants subjected to a procedure leading to re- 
tention of chloride without change in total body 
sodium.'” Further study will be necessary to de- 
termine how frequently a similar transfer occurs 


in other types of acidosis and whether other types “ 


of change in extracellular fluids can produce the 
same shift of sodium out of the cells. As long as 
the shifts of sodium in the cells are within the normal 
range, such deficits as develop involve only sodium 
and chloride and hence can be treated with sodium 
chloride and sodium bicarbonate. 

Under a number of conditions potassium can be 
lost from the body in excess of the loss of nitrogen 
or phosphorus, thus leaving the cells relatively poor 
in potassium. This type of change in intracellular 
composition has been best demonstrated in skeletal 
muscle and occurs in the heart and brain, but has 
not yet been demonstrated in other tissues. Table 
3 shows a fairly large normal variation of potassium, 
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but beyond this range the change is abnormal and 
sodium tends to replace potassium in almost equiva- 
lent amounts. As much as one half the muscle 
potassium may be replaced by sodium in experi- 
mental animals, and evidence is accumulating that 
similar if less marked changes can occur in human 
beings. 

Table 5 represents the probable water and electro- 
lyte of the body that result when about one third 
of the intracellular potassium is replaced by sodium 
and no gross change in extracellular fluids accom- 
panies the change in intracellular electrolyte. Under 
these circumstances, intracellular sodium is equiva- 
lent to about two thirds of the total extracellular 
sodium. The concentration of serum potassium is 
represented as low since low serum potassium occurs 
frequently, but by no means always, when muscle 
potassium is deficient. Serum chloride is represented 
as low, and bicarbonate high, although this type 
of change is also not always present. The picture 
is probably exaggerated over the ones that are 
encountered clinically, but subsequent discussion 
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tions of sodium chloride and glucose while receiving 
no food by mouth.™ On the other hand, potassium 
deficit may be produced through losses in the stools. 
Low serum potassium has been found in 2 cases of 
sprue} administration of potassium by mouth pro- 
duced clinical improvement.2® Such large stool 
losses of potassium in relation to nitrogen as were 
demonstrated many years ago** show that deficit 
of potassium must be an important feature of many 
cases of infantile diarrhea. I have studied a case of 
severe diarrhea in an infant that showed such re- 
tentions of sodium, chloride, potassium and nitrogen 
during recovery from marked dehydration and 
acidosis that the data can only be interpreted as 
indicating that a deficit of potassium was present 
before treatment. The data show that abnormal 
amounts of sodium had entered the cells to replace 
the deficit of potassium. The patient apparently 
developed acidosis because sodium went from the 
extracellular fluid to the cells and not because 
sodium was lost from the body. Hence the acidosis 
was chiefly dependent on the deficit of body potas- 


TaBLe 5. The Extracellular and Intracellular Fluids in a 10-Kg. Child after Depletion of Potassium.* 
FLuip HCO Na K So.ips Water 
mM.fkg. mM. mM. mM. gm.fkg. gm. keg. 
Extracellular: 
Concentration ........ 34 105 145 2.2 
85 262 362 5.5 2.50 
Intracellular: 
Concentration ........ 10 2.2 55 112 327 
42 9 230 476 1377 4.20 


*It is assumed that some loss of intracellular water had occurred, that the weight hence became 9.7 kg. and that the depletion 
of potassium was about one fourth of the low normal content; the changes in intracellular water were suggested from analyses 


of rat muscle. 


shows that considerable deficit of potassium occurs 
clinically, and only further study can assay the 
frequency and degree of the deficit. 

Loss of muscle potassium may occur from three 
causes. First, a negative balance of potassium 
develops from a discrepancy between the rate of 
intake and output. Since the stools and urine 
always contain potassium, a diet low in potassium 
produces deficit of muscle potassium with replace- 
ment by sodium. This was first demonstrated in 
growing rats,!® and the same condition was found 
independently in adult rats.*!® The same abnormal 
composition of muscle can be produced on normal 
diets by increasing the rate of renal excretion of 
potassium. Desoxycorticosterone acetate has this 
effect to a marked degree*® !* 2°; adrenocortical 
extract, testosterone and estrogens exhibit it to a 
less degree.’ 2! Some patients with Cushing’s 
syndrome apparently develop potassium deficit. 
This is indicated by reports of cases showing high 
concentration of bicarbonate, high or normal sodium 
and low chloride and potassium in serum.” The 
alkalosis and low chloride do not repond to sodium 
chloride but do respond to potassium salts. Renal 
loss of potassium can apparently also be excessive 
in patients receiving parenteral therapy with solu- 


sium. This interpretation of the balance data as- 
sumes an abnormal intracellular fluid in the muscle 
such as is represented in Table 5. Such a state has 
been found by analyses of the muscle of an infant 
dying of diarrhea.’ In all the above types of potas- 
sium deficit, the changes in intracellular fluids are 
dependent on loss of body potassium. 

A second type of deficit of intracellular potassium 
is apparently dependent on a changed equilibrium 
in intracellular fluids in states of marked alkalosis. 
This surmise was first suggested by observations on 
2 patients suffering from a congenital defect in 
intestinal absorption leading to profound alkalosis 
as a result of loss of water, chloride and sodium in 
the stools.?” 28 During the development of an ex- 
tremely low serum chloride and an extremely high 
bicarbonate, more chloride was lost than sodium, 
and the changes in serum concentration demonstrate 
that sodium entered the cells and displaced equiva- 
lent amounts of potassium. The deficit of potassium 
developed owing to excretion in the urine in two 
periods and in the stools in one.”® For this reason 
it seems likely that the potassium was freed from 
the cells owing to a disturbed equilibrium in the 
cells rather than to a necessity of the kidneys to 
excrete potassium instead of sodium. The suggestion 
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of a disturbed equilibrium in alkalosis tending to 
produce high intracellular sodium and low potas- 
sium has been confirmed by direct analyses of rat 
muscle following the production of alkalosis due to 
loss of chloride without sodium. After several ‘days, 
this type of alkalosis leads to a change in muscle 
composition characterized by high intracellular 
sodium and low potassium.’ It is likely that the 
same reaction to alkalosis explains the muscle 
composition of rats kept for several days at a low 
atmospheric pressure.”® Future investigations should 
show whether the same change in muscle composi- 
tion occurs in some cases of pyloric obstruction. 
That such a change is likely is suggested by the 
relative ineffectiveness of treatment with sodium 
chloride in certain patients. If the loss of electrolyte 
were purely extracellular, sodium chloride would 
provide adequate treatment. 

A third possible mode of development of relative 
deficit of potassium is suggested by observations 
in a patient receiving testosterone who showed low 
serum potassium levels and a greater retention of 
nitrogen relative to potassium than is ordinarily 
considered to be compatible with the formation of 
normal muscle.2*® The data suggest that deficit of 
potassium may develop during rapid storage of 
nitrogen, although the experiments are complicated 
by previous administration of desoxycorticosterone 
acetate. 

Recognition of the above intracellular changes is 
bound to modify the concepts of treatment, but 
much work remains to be done before a practical 
guide can be given for the treatment of the disturb- 
ance of the intracellular fluids. In the space avail- 
able a few obvious implications will be mentioned. 

_ First, acidosis does not invelve changes in extra- 
cellular fluids alone. The dose of bicarbonate should 
take this fact into account. To restore the concen- 
tration of serum bicarbonate, the concentration of 
bicarbonate must first be raised in the total extra- 
cellular fluid. The following formula calculates the 
amount necessary in millimoles of sodium bicarbon- 
ate or cubic centimeters of molar sodium lactate: 
Extracellular water X deficit of carbon dioxide = 0.2 body 
weight x (25-COz) = mM. sodium bicarbonate or cc. molar 
sodium lactate, 

when the body weight is expressed in kilograms 
and the carbon dioxide in millimoles per liter. If 
extracellular water is low, the necessary amount of 
sodium chloride and sodium bicarbonate together 
with water must be given to replace this deficit. 
This requirement is satisfactorily taken care of by 
physiologic saline solution in the amounts appropri- 
ate to the degree of clinical dehydration. If intra- 
cellular sodium has been depleted, this additional 
requirement must be administered before tissue 
electrolyte can become normal. Intracellular sodium 
in millimoles is equal to about ten times half the 
body weight. It is interesting that this analysis of 
the three sources of the deficit of sodium in acidosis 
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fits the frequently used formula for calculating the — 
dose of sodium bicarbonate, namely, 


Half body weight x deficit of carbon dioxide = 0.5 body 
weight X (25-COz2) = mM. sodium bicarbonate or cc. 


molar sodium lactate, we 


where the body weight is expressed in kilograms, 
and the carbon dioxide deficit in millimoles per liter. 

The implications of abnormally high intracellular 
sodium are different, since this implies a deficit of 
potassium that renders the high intracellular sodium 
unavailable to extracellular fluids until potassium 
is restored. Thus, in acidosis the dose of bicarbonate 
may be the same in a patient with potassium de- 
ficiency, as is indicated above, except that'as potas- 
sium is retained, a tendency to alkalosis may develop. 
On the other hand, a combination of the chlorides 
and bicarbonates of both sodium and potassium 
may turn out to be the most effective treatment of 
cases of acidosis with potassium deficit. 

In the alkalosis of certain cases of Cushing’s syn- 
drome, the abnormal serum composition tends to 


persist until potassium salts are administered.”>* 


The refractoriness of some cases of pyloric obstruc- 
tion to sodium chloride suggests an analogous state 
of deficit of potassium. Future research may demon- 
strate that the chlorides of both sodium and potas- 
sium are indicated in the treatment of certain cases 
of alkalosis. 

In any case, deficits of both potassium and sodium 
chloride are factors in disturbed balance of water 
and electrolyte requiring practical as well as theo- 
retical consideration. Moreover, deficiency of body 
potassium is known to be an extremely serious 
condition, since it produces nécrosis of the heart 
muscle?® and under unusual circumstances muscular 
paralysis, which is relieved by potassium.” There 
can be no doubt that the treatment of Addison’s 
disease with desoxycorticosterone acetate has pro- 
duced heart lesions and death from cardiac failure, 
but moderate deficits of potassium may be relatively 
harmless. Since most foods are rich ‘in potassium, 
most patients tend to recover from potassium de- 
ficiency when they can eat. Others require specific 
treatment with potassium salts. 

‘Administration of potassium salts must be under- 


taken with caution until more quantitative facts ... 


are available concerning the amount of the deficit, 
the cases requiring treatment and the effect.of the 
administration of potassium salts. Caution is 
necessary particularly for parenteral therapy, since 
a rise of extracellular potassium concentration to 
about 10 mM. per liter causes heart block. Potas- 
sium salts can be given by mouth with little hazard 
if renal function is good. Future study will doubt- 
less show a fairly wide field for potassium therapy. 


SUMMARY AND CONCLUSIONS 


The disturbances in water and electrolyte balance 
are discussed with emphasis on the changes in 
intracellular electrolyte. There is a normal variation 
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in intracellular sodium equivalent to about one 
sixth of total extracellular sodium. This intracellular 
sodium is available to extracellular fluids in some 
cases of acidosis. 

If potassium is lost from aacle cells beyond a 
limited amount, sodium tends to enter the intra- 
cellular fluid in about equivalent amounts. This 
type of exchange can involve almost half the muscle 
potassium, and under these circumstances intra- 
cellular sodium is equal to over half the total extra- 
cellular sodium. 

This replacement of muscle potassium by sodium 
occurs as the result of potassium loss owing to 
diarrhea, abnormal renal excretion as a result of 
the presence of certain steroids (desoxycorticosterone 
and those concerned with hyperadrenalism) and 
following deficient intake. 

Potassium probably tends to be displaced by 
sodium in marked alkalosis and perhaps during 
rapid storage of nitrogen under the influence of 
testosterone. 

It is pointed out that transfer of extracellular 
sodium to intracellular fluids tends to produce 
acidosis or to decrease alkalosis and that the reverse 
process occurs when intracellular sodium enters 
extracellular fluids. The implication of these changes 
regarding therapy are briefly discussed. 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE EXECUTIVE COMMITTEE OF THE COUNCIL 
Held in Lieu of the Annual Meeting of the Council, May 23, 1945 


HE meeting was called to order by President 
Bagnall on Wednesday, May 23, 1945, at 
10:30 a.m., in Sprague Hall, 8 Fenway, Boston. 
The following members of the Executive Com- 
mittee were present: 


President: Elmer S. Bagnall 
President-Elect: Reginald Fitz 
Secretary: Michael A. Tighe 
Treasurer: Eliot Hubbard, Jr. 


Barnstable: William D. Kinney 
Berkshire: Isaac S. F. Dodd 
Bristol North: William H. Allen 
Bristol South: Edwin D. Gardner 
Essex North: Frank W. Snow 
Essex South: Walter G. Phippen 
Franklin: William J. Pelletier 
Hampden: William A. R. Chapin 
Middlesex East: Edward M. Halligan 
Middlesex North: William F. Ryan 
Middlesex South: Dwight O’Hara 
Norfolk: Charles J. Kickham 
Norfolk South: Henry A. Robinson 
Plymouth: Peirce H. Leavitt 
Suffolk: Donald Munro 
Worcester: Ralph S. Perkins 
Worcester North: C. Bertram Gay 

The following chairmen of committees were 
present: Francis C. Hall, Roy J. Ward, Howard F. 
Root, Frank R. Ober, Charles F. Branch, Z William 
Colson, Richard M. Smith, Arthur W. Allen, W. 
Richard Ohler, Albert A. Hornor, William E. 
Browne, Daniel B. Reardon, Charles E. Mongan, 
Nathaniel W. Faxon, Guy L. Richardson, John J. 
Dumphy, Daniel J. Ellison, Arthur L. Watkins, 
Robert T. Monroe, John Fallon, Roy J. Heffernan, 
Joseph Garland, Leland S. McKittrick, Charles 
F. Wilinsky, and Ralph R. Stratton. 

The President, in opening the meeting, announced 
that the Executive Committee was holding it in 
lieu of the annual meeting of the Council, the peti- 
tion to hold the latter meeting having been denied 
by the Office of Defense Transportation. He said 
that the personnel of the gathering was made up 
of the members of the Executive Committee, chair- 
men of committees and the secretary of the Com- 
mittee on Public Relations. He suggested that all 
present be permitted to participate in the dis- 
cussions attending this meeting and that this privi- 
lege be granted by the unanimous consent of the 
Executive Committee. This consent having been 
obtained, he invited and urged all present to partici- 
pate. 

He ruled that only members of the Executive 
Committee would be permitted to vote. 

The Secretary announced that the minutes of 
_ the meeting of the Executive Committee, held on 

December 27, 1944, and January 31, 1945, had 
been sent to each member. He moved their accept- 
ance. This motion was seconded by Dr. Frank R. 


Ober, Suffolk, and it was so ordered by vote of 
the Committee. 

The Secretary offered the record of the Council 
meeting held on January 31, 1945, as published in 
the New England Journal of Medicine, issue of 
May 17, 1945. Its acceptance was moved by Dr. 
Edwin D. Gardner, Bristol South. This motion 
was seconded by Dr. Eliot Hubbard, Jr., Middlesex 
South, and it was so ordered by vote of the Com- 
mittee. 


REPORT OF THE TREASURER 


This report (Appendix No. 1) was offered by 
Dr. Hubbard. He spoke of certain corrections that 
he wished to make in this report as published in 
the circular of advance information. He moved the 
adoption of the report subject to these corrections. 
This motion was seconded by Dr. William H. Allen, 
Bristol North, and it was so ordered by vote of the 
Committee. (The corrections referred to have been 
made in the appendix as published.) 


Reports oF COMMITTEES 


Auditing Committee—-Dr. Z William Colson, 
Essex North, chairman. 


This report, which was offered by the chairman, 
is as follows: 


The Auditing Committee appointed the firm of Hartshorn 
and Walter, accountants and auditors, to audit the books 
and accounts of the Massachusetts Medical Society. These 
accountants have submitted an analysis of the revenues 
and expenses of the Society and a balance sheet of the 
condition of the Massachusetts Medical Society as of 
December 31, 1944. The Auditing Committee took cogni- 
zance of the fact that these public accountants had been 
repeatedly chosen in previous years and had executed 
their functions satisfactorily and that any change in the 
public accountants would have necessitated a considerable 
amount of extra work for the Treasurer, which seemed 
inadvisable in a war year. 

The report submitted by Hartshorn and Walter was 


examined by the Auditing Committee and found to be ., 


comparable to those of previous years. 

According to the by-laws, the duties of the Auditing 
Committee include verification of the accountant’s ex- 
amination. No investigation other than an examination 
of the accountant’s report was made, this liberal interpre- 
tation of the Auditing Committee’s function being consist- 
ent with precedent. 


(Owing to the need for conserving space because 
of the shortage of paper, the report of Hartshorn 
and Walter is not reproduced in the appendices. 
All significant figures are given in the Treasurer’s 
Report, and detailed information, including the 
list of securities held, may be obtained from copies 
of the report on file in the Treasurer’s office.) 

Dr. Peirce H. Leavitt, Plymouth, moved the 
acceptance of the report. This motion was seconded 
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by Dr. Allen, and it was so ordered by vote of the 
Committee. 


Committee on Nominations — Dr. Ralph R. Stratton, 
Middlesex East, chairman. 


In reporting for this committee, Dr. Stratton 
presented the following list of officers for the year 
1945-1946: 


President: Reginald Fitz, Suffolk 
President-Elect: Dwight O’Hara, Middlesex South 
Vice-President: William Jason Mixter, Suffolk 
Secretary: Michael A. Tighe, Middlesex North 
Treasurer: Eliot Hubbard, Jr., Middlesex South 
Assistant Treasurer: Norman A. Welch, Norfolk 
Orator: Frank H. Lahey, Suffolk 


Dr. Stratton moved the acceptance of the report. 
This motion was seconded by Dr. William A. R. 
Chapin, Hampden, and it was so ordered by vote 
of the Committee. 

The President asked if there were any nominations 
from the floor. There were none. 

Dr. Stratton moved that the nominations be 
closed. This motion was seconded by Dr. Leavitt 
and it was so ordered by vote of the Committee. 

Dr. Stratton moved that the Secretary cast one 
ballot for the slate as submitted by the Committee 
on Nominations. This motion was seconded by 
Dr. Allen and it was so ordered by vote of the 
Committee. 

The President, after announcing that the Secretary 
had complied with this direction, declared the 
officers listed above elected. 


Committee on Membership — Dr. Harlan F. Newton 
Suffolk, chairman. 


In the absence of the chairman, the report (Ap- 
pendix No. 2) was offered by Dr. Leavitt, a member 
of the Committee on Membership. | 
Dr. Leavitt, in submitting the recommendations 
of his committee, as published in the circular of 
advance information, said that the committee 
wished to amend these recommendations by adding 
the name of Dr. Harry H. Butler (Norfolk), 48 
- Winchester Street, Brookline, to those recom- 
mended for reinstatement. He moved the adoption 
of the committee’s recommendations as amended. 
This motion was seconded by Dr. Charles J. Kick- 
ham, Norfolk, and it was so ordered by vote of 
the Committee. 
Dr. Kickham, at this point, asked permission of 
the chair to direct certain questions to Dr. Leavitt 
in the latter’s capacity as a member of the Com- 
mittee on Membership. Dr. Kickham said he was 
making the request at the direction of the coun- 
cilors of the Norfolk District. This permission 
having been granted by the chair, Dr. Kickham 
addressed the following questions to Dr. Leavitt: 

1. Does the Committee on Membership feel that the 
local committees on membership are superfluous and 
_ that, therefore, it would be wise to have a change in the 


by-laws whereby the local committees would be omitted 
entirely? 
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Dr. Leavitt answered, “By no means.” 


2. Does Dr. Leavitt, as a member of the Committee on 
Membership, feel that, in the procedure that has been 
followed to date, all due care has been taken in regard to 
applicants for membership? 


Dr. Leavitt replied in the affirmative. 


Dr. Donald Munro, Suffolk, moved that the 
President appoint a committee to study the by- 
laws with the end in view of possibly revising the 
method by which candidates are admitted to mem- 
bership in the Society. This motion was seconded 
by Dr. Ober. 

In support of his motion, Dr. Munro said that, 
when the present by-laws were in the stage of dis- 
cussion, there was considerable debate whether or 
not it was advisable to give the Committee on 
Membership the power of vetoing the action of 
local committees. He added that it was finally 
decided that it was a good thing to do inasmuch 
as it would offer protection to local committees 
and that it was for this reason that certain provi- 
sions having to do with the admission of applicants 
were finally adopted. Dr. Munro added that these 
certain provisions apparently were having some 
unexpected side effects, which were not anticipated 
at the time of their adoption. 

Dr. William E. Browne, Suffolk, asked how this 
proposed committee was to be constituted. Dr. 
Munro replied that that should be left to the Presi- 
dent. 

Dr. Ober said that local committees should have 
in their possession the same information about a 
candidate as is available to the Committee on 
Membership. 

Dr. Bagnall emphasized what Dr. Munro said 
in respect to the intent of the discussions that 
preceded and the spirit that prevailed in adopting 
the present provisions of the by-laws. 

Dr. Munro’s motion was adopted by vote of 
the Committee. 

At that point in the meeting, no member of 
the Executive Committee being present from Essex 
South, the President exercised his prerogative 
under the by-laws and appointed Dr. Walter G. 
Phippen to serve in that capacity. 


Commuttee on Arrangements — Dr. Roy J. Heffernan, 
Norfolk, chairman. 


The report, which is as follows, was offered by 
the chairman: 


During the fall and winter months, a number of meetings 
were held to prepare for the 1945 annual meeting. Our 
aim was to provide a program that would cover the various 
fields of medicine and surgery, keeping always in mind 
the needs of the general practitioner. We were extremely 
fortunate in these busy times in receiving acceptances 
from many well-known authorities. The prospectus in- 
cluded three representatives from the Surgeon-General’s 
Office and the director of the Army Medical Museum, 
besides poreene from the Mayo Clinic, the Walter Reed 
Hospital, the University of Michigan and many eminent 
speakers from our own state. 


99 

133 

5 


100 


Our sale of booth space again showed an improvement, 
as $10,965 worth of space had been reserved by the ex- 
hibitors. Of this amount, $6630 had actually been paid 
to the treasurer of the Society. Mr. Robert Boyd had 
excelled his previous’ excellent record in this department. 
All the signs and portents indicated that the annual meeting 
would be one of the best in the history of the Society. 

But, as the canny Scottish bard had it, “The best laid 
schemes 0’ mice and men gang aft a-gley.” 

We received a directive from the Office of Defense Trans- 
portation dated Faget 11, soon followed by another 
dated January 22, 1945. These stated in effect that no 
meetings or conventions could be held without special 
permission, if they were attended by more than fifty per- 
sons who had to use other than local transportation facilities. 

It was obvious from these mandates that we had two 
courses open to us. One was voluntarily to cancel the 
meeting, and the second was to apply for permission to 

hold it. The committee met jointly with the officers of 
the Society on February 21, 1945, to discuss this matter. 
At that time we knew that the medical societies of Rhode 
Island and Delaware had been granted permission to hold 
their annual meetings. 

At this conference the following facts were carefull 
weighed and considered: the heavy demands on the physi- 
cians’ time and energy during the war leave very little 
opportunity for postgraduate study; the global nature of 
the conflict in which our armed forces are engaged raises 
the possibility that the returning veteran may introduce 
diseases unusual to our communities and unfamiliar to 
the practitioner of medicine; the health of the large number 
of workers in defense industries in the Commonwealth 
could be best maintained by physicians well informed in 
the latest developments in medicine; and the large at- 
tendance on the part of medical officers of the military 
services at previous wartime meetings and the enthusiastic 
comments of these doctors and their superior officers seemed 
to indicate that the meeting was of considerable value to 
them. These and other important considerations con- 
vinced the committee that we should apply to the Office 
of Defense Transportation for permission to hold our 
meeting as planned. ; 

This application was forwarded to Washington on Feb- 
ruary 24, 1945. The reply, dated March 9, was received 
on March 12, and we learned that permission to hold the 
meeting had been denied. 

It was obvious that the committee had no choice but 
to cancel all arrangements, notify the speakers and return 
the money to the exhibitors. These actions have now 

n consummated. 


Dr. Heffernan moved the acceptance of the 
report. This motion was seconded by Dr. Munro, 
and it was so ordered by vote of the Committee. 


Committee on Public Relations —Dr. Albert A. 
Hornor, Suffolk, secretary. 


This report (Appendix No. 3) was offered by 
Dr. Hornor. 

It spoke-of a review by the committee of the 
activities of the Committee on Postwar Planning, 
as presented by Dr. Howard F. Root, and of the 
desire of the Committee on Public Relations to 
support Dr. Root’s committee in every way possible. 

The work of the Subcommittee on Labor and 
Industry was reviewed, and the thought expressed 
that this subcommittee should pursue its activities 
farther. 

The activities of the Subcommittee on Public 
Information were reviewed, and its recommenda- 
tions approved. 

The report spoke of certain directions that were 
given to the Subcommittee on Tax-Supported 
Medical Care and of the approval that had been 
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given to this subcommittee’s work along these lines 
— with two members of the Committee on Public 
Relations dissenting in the matter of this approval. 
The report called attention to the fact that the 
reports of these three subcommittees would be 
presented later in the meeting. 

The report spoke of a joint program that was 
about to be entered into by the Red Cross and the 
Massachusetts Department of Public Health where- 
by the Red Cross would continue to collect blood 
after the war and turn it over to the Department 
of Public Health for processing and distribution 
without charge, in much the same manner as other 
biologicals are distributed by this department. 

Dr. Hornor said that the committee approved 
of this plan and recommended that the Executive 
Committee do likewise. 

Dr. Hornor moved the acceptance of the report 
and the adoption of the recommendation contained 
therein. This motion was seconded by Dr. Frank 
W. Snow, Essex North, and it was so ordered by 
vote of the Committee. 


Dr. Chapin asked if it was necessary to read 
reports that were contained in the circular of ad- 
vance information. The President replied that 
such reports could be submitted by title only. 


Subcommittee on Labor and Industry — Dr. Daniel 
B. Reardon, Norfolk South, chairman. 


This report (Appendix No. 4) was offered by 
Dr. Reardon. It spoke of certain conferences that 
had been held by the subcommittee with labor, as 
represented by the C.1.O. and of the Massachusetts 
branch of the American Federation of Labor, and 
with industry, as represented by the Associated 
Industries. These conferences had to do with the 
matter of the distribution of medical care. The 
report summarized the desires of: the C.I.0O. as 
being comprehended in the following language: 
adequate medical care at a price the worker is 
able to pay. The representatives of the American 
Federation of Labor believed that their needs could 
best be met by private insurance carriers, provided 
the entire cost of such insurance was carried by 
industry. 


The group from the Associated Industries thought 
that the problem should be defined as twofold: 
the economic loss to the individual caused by wage 
stoppage when that individual is ill and the loss 
due to medical-care costs. This group believed 
that the first was a social problem, which should 
be met by legislation. It seemed to be the view- 
point of the industrialists present that industry 


should not be asked to bear the medical-care costs, 


beyond certain managerial expenses that might be 
incidental to any insurance plan set up and paid 
for by the workers themselves. | 

Dr. Reardon moved the acceptance of the report. 


= 

Vo 
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This motion was seconded by Dr. Phippen, and it 
was so ordered by vote of the Committee. 


Subcommittee on Public Information— Dr. John 
Fallon, Worcester, chairman. 


This report, which was offered by the chairman, 
is as follows: 


The chief function of: your committee has been the 
organization of the part to be played by the Society in 
Massachusetts Health Week. Health Week arose from 
the suggestion of the Massachusetts Dental Society, through 
its president’s assistant, to Governor Tobin that Health 
Day, normally observed during the first week of May, be 
elaborated to Health Week. The Governor approved and 
invited the Massachusetts Medical Society to participate. 

The resulting conferences of your committee with His 
Excellency, the Governor, members of his staff, with of- 
ficers and representatives of the Massachusetts Dental 
Society, Massachusetts Hospital Association, Blue Shield, 
Blue Cross, Blue Triangle, Massachusetts Department of 
Public Health and Massachusetts Central Health Council 
and with nee publicists, newspaper men, radio 
men and officers of this society led to the following com- 
mitments: 

Health Week was advanced from the first to the second 
week of May (May 6-12) so as to include National Hos- 
= Day (a fixed date, Florence Nightingale’s birthday, 

a 


12). 

“The above-named individuals and agencies severally 
contributed to Health Week, as a public service and with- 
out recompense, fundamental information, elaboration of 
this into copy for public presentation, newspaper space 
and radio time. 

The share of the Massachusetts Medical Society was 
the furnishing of a list of timely medical subjects and alist 
of doctors qualified in these subjects for interview b 
press and radio. From such interviews professional publi- 
cists prepared final newspaper and radio copy, subject 
to editing by this committee. Such copy was distributed 
to editors and radio stations in each district by the district 
member of the Committee on Public Relations. As a 
preliminary a5 the Massachusetts Medical Society broad- 
cast from a Boston radio station, WORL, on Sunday 
afternoon, April 22. 

In its conversations with the public men and publicists 
named above, your committee made certain observations, 
which it presents to the Executive Committee. 

It deduces that the Society should do more than it has 
in the past to inform the public about medicine and about 
itself and that it should try to correct certain public mis- 
conceptions. 

It believes that publicity is a technical and specialized 


publicist, directed a doctors, to handle the Society’s 
publicity than for a busy doctor to attempt to learn the 
technic of publicity. It calls attention to the wisdom of 
a similar course in a similar case: the management of the 
Society’s funds by professional investment counsel. 

It believes that publicity for many of the health organi- 
zations in Massachusetts, foremost of which is this society, 
might jointly be handled by one central agency. It has 
egg a subcommittee to explore this possibility with 
the Massachusetts Central Health Council. 

Stories ‘‘planted”’ as news with editors or commentators 
and therefore subject to editing, may be so changed by the 
custom of writing for the public taste and by the exigencies 
of available space and nonmedical editing as to lose point, 
accent or even truth. 

Paid-for copy is printed or broadcast unaltered and uncut. 

There is ample statistical proof that paid newspaper and 
radio advertising is the best way of presenting information 
to the largest number of people. The Blue Shield, Blue 
ross and Massachusetts Department of Health have 
found this true for the kind of information that they furnish 
the public. Incidentally, the Department of Public Health 
has found that, of all its methods of bringing information 
to the public, the method eliciting least response is the 
pamphlet written and distributed by the department itself. 


field and that it would be more practical for a professional: 
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_ The committee is exploring possibilities of co-operation 
in the dissemination of health information with agencies 
such as the New England Council, foundations and so forth. 

Mew such conclusions in mind, the committee recom- 
mends: 


1. That the Executive Committee approve payment 
by the Society for the dissemination of medical information 
to the public through the medium of newspapers, magazines, 
radio, cinema or other means. 


2. That the Executive Committee a prove a budget of 
$1000 for the Committee on Public Information for ad- 
ministrative expenses. 


In commenting on this report Dr. Fallon said 
that from the standpoint of getting health informa- 
tion to the public the observance of Health Week 
could not be considered a success. He pointed out 
that Germany collapsed the same week and that, 
as a consequence of this fact, newspaper space and 
radio time were not so available as they might 
otherwise have been. He said that one hundred 
and ten items concerning Health Week did appear 
in newspapers and that there were four broadcasts. 
He added that the large amount of material col- 
lected under the project as planned need not, how- 
ever, be lost. It might be used subsequently. 

Regarding whether or not our Society needs to 
have its works further publicized, Dr. Fallon said 
his committee believes that this is a subject it 
should be permitted to investigate further. He 
said that there seems to be a rather general feeling 
that the Society’s present public relations can be 
improved on. 

Dr. Fallon said that the following line, which 
appears in the report, is probably its most important 
part, “Paid-for copy is printed or broadcast un- 
altered and: uncut,” while adding that this was 
particularly important to the scientifically minded. 
He said he did not lose sight of the fact that some 
particular message that the Society might desire 
to get over to the public by means of paid advertis- 
ing might need the touch of those more skilled 
than are physicians in such matters. The final 
decision of what would appear, however, should 
rest with the Society. 

Dr. Fallon said that there was ample statistical 
proof that newspaper and radio advertising is the 
best way of presenting information to the largest 
number of people. He added that this was the ex- 
perience of the Blue Shield, Blue Cross and the 
Massachusetts Department of Public Health. 

He spoke of a radio program initiated by the 
Michigan State Medical Society, in which program 
this society had invited us, together with sixteen 
other states, to participate. He referred to a sample 
recording of the program that the committee heard, 
and added that the members of the committee 
considered it a “little too blunt for their palates.” 

Dr. Fallon moved the acceptance of the report 
and the adoption of the recommendations contained 
therein. This motion was seconded by Dr. Peirce 
Leavitt. 

Dr. Reardon said that newspaper and radio 
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publicity were expensive procedures. He asked 
Dr. Fallon if his committee had any idea concerning 
the amount of money the Society should appropriate 
every year for this purpose. 


Dr. Fallon, in replying to Dr. Reardon, said he~ 


was in agreement with the latter that this type of 
publicity was expensive. He added, however, that 
the moneys asked for in the ‘committee’s second 
recommendation were not to be spent in publicity 
but rather for the purpose of enabling the com- 
mittee further to study public-relations methods. 

Paid space might not often be needed; but he thought 
it advisable to have the Executive Committee pass 
on the principle involved. 

- Dr. Hornor asked if the Society’s present tax- 
exempt status would be affected by engaging in 
such activities. Dr. Fallon replied that this phase 
of the subject had been discussed with Mr. Robert 
G. Dodge, attorney. 

He read the following excerpt from a letter from 
Mr. Dodge: 

I see no grounds on which the Massachusetts Medical 
Society could by advertising of any kind lose its exemption 
from income taxation. 

Even if you should advertise, for example, a statement 
of the position of the Society with regard to the Wagner 
Act, that would make no difference, so far as taxation is 
concerned. 

Dr. Browne said that, if and when the Society 
is finally committed to the policies outlined by 
the committee, it should spend sufficient moneys 
to do the job properly. 

Dr. Fallon’s motion to accept the report and 
approve the recommendations was adopted by vote 
of the Committee. 

The Committee recessed at 1:00 p.m. and re- 
convened at 1:45 p.m. 


Dr. Bagnall read the President’s Report on the 
State of the Society. (This report is published in 
full elsewhere in this issue of the Journal.) At its 
conclusion, Dr. Bagnall was greeted with loud 
applause. 


Committee on Tax-Supported Medical Care — Dr. 
John J. Dumphy, Worcester, chairman. 


This report, which was presented by the chair- 
man, is as follows: 


The Committee on Tax-Supportea Medical Care met 
with the Commissioner of Public Welfare, Mr. Arthur 
Rotch, on April 18, 1945. 

Two subjects were taken up — first, the payment of 
physicians caring for welfare pees in unstaffed hospitals, 
and, second, the payment of physicians taking care of all 
welfare patients. 

With regard to the first question, Mr. Rotch stated that 
he is prepared to recommend payment of present Blue 
Shield rates for surgical patients cared for by physicians 
in unstaffed hospitals. For medical cases, the payment 
would be four dollars for the first day and two dollars per 
day thereafter for a period not to exceed two months or 
one hundred and fifty dollars. For illness longer than two 
months requiring hospital care, each case would be con- 
sidered separately. 

With regard to the question of payment of physicians 
on all welfare patients, Mr. Rotch stated that, under the 
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present system of medical practice whereby free services 
are available, as the state commissioner, he must avail 
himself and the Commonwealth of free services where 
they are available. 

he committee recommends that the Council approve 
the policy of paying physicians in unstaffed hospitals for 
the care of welfare patients at the following rates: for 
medical cases, four dollars for the first day and two dollars 
for each succeeding day for a. period not to exceed two 
months or a total of one hundred and fifty dollars; and 
for surgical cases, the present Blue Shield rates prevail. 
For welfare patients in staffed oo that they continue 
to be cared for as staff patients without charge by attending 
staff physicians. 


In commenting on the report Dr. Dumphy said 
that Mr. Ray Long, Commissioner of Veterans and 
Pensions, was much disturbed by the great variation 
in doctors’ bills for handling the same type of service 
and that the latter had asked that the Blue Shield 
rates be made the standard for payment of surgical 
fees. He said his committee was in agreement with 
Mr. Long on this proposition. He referred to 
that part of the report of the Committee on Public 
Relations. which directed his subcommittee to ap- 
proach Mr. Rotch, Commissioner of Welfare, and 
ascertain from the latter whether or not he, too, 
would be willing to accept the Blue Shield rates as 
the standard for the payment of surgical fees for 
services rendered to welfare cases in unstaffed 
hospitals. Dr. Dumphy explained that at the time 
his subcommittee received this directive from the 
Committee on Public Relations, an agreement had 
been entered into whereby the Welfare Department 
would pay three quarters of the rates established 
by the Blue Shield schedules for surgical services 
rendered such cases. He added that Mr. Rotch 


had accepted this latest proposition and he referred 


to a letter that he had received from him, a copy 
of which was in the possession of each member of 
the Executive Committee. 


Dr. Dumphy then referred to a further directive . 


that his subcommittee had received from the Com- 
mittee on Public Relations, namely, that the Com- 
missioner of Welfare should be approached with 
the end in view that these same regulations should 


equally apply to staffed hospitals. To this proposi-— 
.tion Dr. Dumphy said Mr. Rotch could not agree. 


Dr. Dumphy now moved the acceptance of the 
report and the adoption of the recommendation 
contained in its last paragraph. This motion was 
seconded by Dr. Munro and it was so ordered by 
vote of the Committee. 

(For schedule of fees under this heading, refer 
to Appendix No. 5.) 

At that point in the meeting Dr. Bagnall spoke 
of a visit that he made to Michigan on April 27 
and 28, 1945. He said he made the visit in conse- 
quence of an invitation issued to him and to the 
presidents of several other state medical societies 
by the president of the Michigan State Medical 
Society. 

_ The following resolution ‘was adopted by this 
group so gathered: 
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Be Ir Resotvep, That this group expresses its continued 
loyalty to the American Medical Association; 2 
That it is the duty of the various state medical societies 
to advise the American Medical Association, through its 
Council on Medical Service and Public Relations, of their 
wishes in regard to national health legislation; 
That the presidents of the several states and District of 
Columbia medical societies, or their representatives, fet 
as a permanent committee immediately to set up drafting 

anels in each state for this purpose; 

hat states not jiareeeieel here today be invited and 
encouraged to join in this work; and ; 
That the president of the Michigan State Medical Society 
be designated as temporary chairman of this committee 
to facilitate its activities. 


A secend resolution, which is as follows, was also 
adopted: 

Be Ir Resotvep, That the president of the Michigan 
State Medical Society be authorized to appoint a com- 
mittee to study the feasibility of commercial radio broad- 
casting as related to the’various states here represented, 
in co-ordinating and co-operating in the development of 
such programs as presented today (April 27) and to make 
recommendations for the best manner of carrying out such 
a program. 


Dr. Bagnall said that Dr. E. J. McCormick of 
Toledo, a member of the Council on Medical Care 
and Public Relations of the American Medical As- 
sociation, and the secretary of that council were 
present at the meeting and that they together with 
the 18 states represented unanimously approved 
the resolutions. 

In referring particularly, to the planning com- 
mittees mentioned in the first resolution Dr. Bag- 
nall said that these committees should consider 
what might be strategic and desirable in the way 
of legislation to put before Congress; that their 
plans will then be processed through a central com- 
mittee, elected from these eighteen states and 
from any other state that might care to come into 
the plan, and that the agreed-on action be then 
processed through the Council on Medical Service 
and Public Relations of the American Medical 
‘Association for reference to the House of Delegates 
of the American Medical Association. Dr. Bagnall 
suggested that the Committee on Public Relations 
of the Massachusetts Medical Society might be 
designated as the planning committee under this 
title. It was so moved by Dr. Kickham. This 
motion was seconded by Dr. I. S. F. Dodd, Berk- 
shire. 

Dr. Hornor asked for a definition of panel plan- 
ning. Dr. Bagnall said that there’were many in- 
fluential people who believe that some legislation 
relating to medical care will come out of Congress 
before many years and that the medical societies 
should have a share in planning it. He added that 
the purpose of the panel planning committee was 
to bring the thinking of the several states to the 
attention of the Council on Medical Care and 
Public Relations of the American Medical Associa- 
tion. 

Dr. Kickham’s motion was adopted by vote of 
the Committee. 
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Committee on Legislation — Dr. William F. Browne, 
Suffolk, chairman. 


This report (Appendix No. 6) was presented by 
the chairman who moved its approval. This motion 
was seconded by a member of the Committee. 

Dr. Reardon asked if he had correctly heard 
Dr. Browne say that under one of these bills an 
osteopathic diplomate would have the privilege of 
practicing medicine in Massachusetts without taking 
the examinations of the Board of Registration in 
Medicine. Dr. Browne replied in the affirmative 
saying that such a person would have the privilege 
of practicing medicine in Massachusetts provided 
he holds a certificate from the national osteopathic 
examiners, provided he is a graduate of a recognized 
school of osteopathy, provided his school is ap- 
proved by the Massachusetts Approving Authority, 
provided he presents himself to the Massachusetts 
Board of Registration in Medicine, and provided 
that this latter board may, in its discretion, grant 
him a license to practice medieme. He added that 
there are six recognized schools of osteopathy in 
the country. 

In answer to a question by Dr. Hornor, Dr. 
Browne said that the practice of medicine had 
never been defined by the Massachusetts Laws. 

Dr. Kickham said he had been requested by the 
Norfolk District Medical Society to ask on what 
grounds the so-called “reportable cancer bill” had 
been approved by the Committee on Legislation. 
He added that as his district had the facts this 
bill not only served no good purpose but might 
do much harm. 

Dr. Browne replied that this bill had been dis- 
cussed in the Council meeting held on January 31, 
1945, and that he said, at that time, that although 
his committee had not had sufficient time to really 
study this bill, it probably would approve it in 
principle and that there was no remonstrance. 
As time went on, he added, it became apparent 
that those who knew much about cancer favored 
the bill; finally, he said that this bill had been con- 
sidered by the Executive Committee of the Com- 
mittee on Legislation several days previously and 
that no opposition to it was apparent at that time. 
He pointed out that the representative frofn the 
Norfolk District Society sat in this meeting. Dr. 
Humphrey McCarthy, Norfolk, said that he did 
present Norfolk’s attitude toward this proposed 
legislation at the meeting referred to by Dr. Browne 
and that nobody else present opposed the legislation. 

Dr. Browne’s motion to approve the report was 
so ordered by vote of the Committee. 


Committee on Information Bureau — Dr. Walter 
G. Phippen, Essex South, chairman. 


This report, which was offered by the chairman 
is as follows: 
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Since the last meeting of the Council the Bureau of 
Information has continued to function and grow. Our 
mailing list for the Bulletin has grown from 175 to 194. 

he number of requests for information over the phone 
or by letter during the period from January 23 to March 1, 
has been 96 compared with 75 over the longer period before. 
These requests were almost all for information concerning 
operations or for the Bulletin. There have also been over 
30 requests for various information, such as refresher 
courses, and so forth, by persons at the office. Since the 
last report also we have added the Boston Dispensary to 
our list of hospitals sending us daily information, bringin 
the number up to twenty-two, including the Lahey Clinic. 
As this is the number we originally planned to cover, we 

are quite satisfied. 

he committee believes that the Bureau is now well 
organized and working satisfactorily and that its future 
development will be very much a part of the postwar 
planning activities of the Society; it therefore recommends 
that this committee be discharged and that the Bureau be 
transferred to the Subcommittee on Postgraduate Edu- 
cation. 


Dr. Phippen moved the acceptance of the report 
and the adoption of the recommendation contained 
therein. This motion was seconded by Dr. Leavitt, 
and it was so ordered by vote of the Committee. 


Committee on Postwar Planning — Dr. Howard F. 
Root, Suffolk, chairman. 


This report (Appendix No. 7) was offered by 
‘the chairman. It spoke of the result of a question- 
naire that had been sent to doctors in the armed 
services concerning their future educational needs. 
The emphasis placed by the doctor, particularly 
in the younger group, was on the necessity of ad- 
ditional clinical training. The report went on to 
say that at least 12,000 hospital residencies in this 
country must be available if the needs of the return- 
ing doctor are to be met. The report continued to 
say that half this number are now available and 
that if the need is to be met, hospitals that have 
never had residencies must establish them. 

The following two paragraphs are quoted from 
the report: 

‘The returns from this questionnaire indicate how fully 
the recent graduate in medicine appreciates the inade- 
uacy of his training, particularly along clinical lines. 

t is not sufficient to dismiss this as one of the exigencies 

of the war. If the same high standards of medical care to 

which the American people have been accustomed are 
to be maintained, notice must be taken of the inadequacy 


in preparation which looms large in the doctor trained in 
wartime, and every effort bent toward its relief. 


The Postwar Planning Committee of the Massachusetts 
Medical Society believes that the hospitals of the Com- 
monwealth can and should play a most important part 
in any program directed toward that end. 


Dr. Root spoke of the steps that the Subcommittee 
on Hospitals was taking to acquaint hospitals of 
Massachusetts with their opportunities along these 
lines. He added that on June 20, 1945, under the 
auspices of this subcommittee, a meeting was to be 
held with hospital representatives for this purpose. 
The report spoke of the interest that many doctors 
in the service showed in industrial medicine.. The 
report called for an expansion of the Bureau of 
Information. 
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The report emphasized the necessity of the So- 
ciety’s being able and ready to assist the returned 
doctor in his relocation problems, and in respect 
to this Dr. Root urged the district societies’ to 
return completed the questionnaire sent out by 
the Bureau of Information of the American Medical 
Association. | 

Dr. Phippen moved the acceptance of the report. 
This motion was seconded by Dr. C. Bertram Gay, 
Worcester North. 

At this point, the Secretary said that twelve of 
the districts (Barnstable, Berkshire, Bristol North, 
Essex North, Hampden, Hampshire, Middlesex 
North, Norfolk, Norfolk South, Plymouth, Suffolk 
and Worcester) had returned completed the ques- 
tionnaire referred to by Dr. Root. He urged the 
other districts to take this matter very much to 
heart. 

Dr. Phippen’s motion was adopted by vote o 
the Committee. 


Committee on Ethics and Discipline — Dr. Ralph 
R. Stratton, Middlesex East, chairman. 


The report (Appendix No. 8) was offered by the 
chairman, who moved its acceptance. This motion 
was seconded by Dr. Chapin. » 

In commenting on the report, Dr. Stratton spoke 
of how‘time-consuming was the work of his com- 
mittee, of the pains that had to be taken in the 
presentation of cases, of interviews that had to be 
held, of letters that had to be written and of files 
that had to be consulted. 

In speaking of the last case mentioned in the 
report, he said that, although the offense was serious, 
the accused, who was found guilty, was let off with 
a severe admonition by the President, the com- 
mittee taking note of the fact that this was the 
first time this physician had been before it. The 
motion to accept the report was adopted by vote 
of the Committee. 


Committee on Medical Defense —Dr. Arthur W. 
Allen, Suffolk, chairman. 


This report, which is as follows, was offered by 
Dr. Edwin D. Gardner, Bristol South, in the absence 
of Dr. Allen: 


At this time, we have eleven cases pending trial. During 
the past year, three cases have been disposed of satisfac- 
torily. We have acquired four new cases during the year. 

Most of these suits are brought on very little evidence 
of malpractice and for this reason a judgment is rarely 
given against our fellows. Many of the suits never come 
to trial. There are, however, necessary legal expenses 
associated with these cases, the total bill for legal services 
during the year 1944 being $853.03. 


Dr. Gardner moved the acceptance of the report. 


This motion was seconded by Dr. C. Bertram Gay, 
and it was so ordered by vote of the Committee. 
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War Participation Committee — Dr. Guy L. Richard- In the absence of Dr. Monroe, the Secretary 


son, Essex North, chairman. offered the following report, which had been pre- 
pared by the former: 
The report, which is as follows, was offered by ; 
the chairman: At the request of the secretary of the Society, our com- 
oe . mittee has considered the problem arising under the G. I. 
Since the last Council meeting, the activities of this Bill of Rights in regard to postwar training of veterans 
committee have been concerned with assisting the Office in the healing arts. The former expressed the fear that, 
of Price Administration in their relations with physicians. unless our committee gave this matter some attention, 
far as we can determine, controversial matters have the veteran might not receive in quality the training to 
been adjusted satisfactorily to all concerned. The OPA which he was entitled. 
asked that three additional local medical advisory com- The committee found that the Veterans’ Bureau has 
mittees be appointed, one for Lowell, one for Quincy and no choice but to accept the list of schools for the training 
one for Holyoke. The committee in Lowell, under the of veterans in the healing arts, under the G. 1. Bill of Rights, 
chairmanship of Dr. Daniel J. Ellison, has already been supplied by the Board of Collegiate Authority of the Mas- 
set up. The others are in the process. sachusetts Department of Education. 


> ‘ of the Board of Collegiate Authority, Mr. Herbert A. 
Dr. Richardson moved the acceptance of the Dallas, of the State Division of Vocational Rehabilitation, 
report. This motion was seconded by Dr. W. H. sad De Joseph H. cote chairman ot ths peaeeeenuncees 
. _ _- Medica ciety’s Committee on Rehabilitation. e 
Allen, and it was so ordered by vote of the Com committee has offered its services to Mr. Nichols in ad- 
mittee. vising him as to the qualifications of schools of medicine, 
nursing, physiotherapy, laboratory technicians, x-ray 
‘ : s : technicians and so forth. This offer has been accepted. 
Medical Advisory Committee to the Regional OPA — may ane for us to to 
: through the Veterans ministration, information an 
Dr. Jqseph Garland, Suffolk, chairman. pig ng the various training schools and what 
they train for. 
This report, which is as follows, was offered in We shall print a list of approved educational institutions 
the absence of Dr. Garland by the Secretary. a a te og from time to time, with the permission of 
r. Nichols. 
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The duties of this committee have not abated since its 


last report and perplexing problems continue to present The Secretary complimented the committee on. 
themselves. These are augmented by the fact that stricter. ‘ > ; 
rationing has been necessary this spring and will pre- ts efforts, and described the job done by it as bound 


sumably continue for an indefinite period, and the number to redound to the advantage of the veteran in the 


of applications for increased rations is steadily increasing. ’ 
It seems still apparent that many physicians have not latter’s search for education in the healing arts 


availed themselves of the opportunities offered to under- under the G. I. Bill of Rights. 
stand the rationing problem and to co-operate in the at- 


tempts that are being made to solve it. Valuable assistance 
continues to be given in selected communities by the local The Secretary moved the acceptance of the 


war-participation committees, acting as medical advisory report. This motion was seconded by a member, 
a. and it was so ordered by vote of the Committee. 


The Secretary moved its acceptance. This motion 
was seconded by Dr. Gardner, and it was so ordered = Committee on Physical Therapy — Dr. Arthur L. 
by vote of the Committee. ; Watkins, Middlesex South, chairman. 


Committee on Society Headquarters — Dr. Frank The following report was offered by the chairman: 
R. Ober, Suffolk, chairman. 

: ! The purpose of this committee has been to acquaint 

The report, which was offered by Dr. Ober, out- and educate the general practitioner with the use of those 

lined two plans by which the headquarters might be physical therapeutic measures that are of value in medical 


A : ractice. With this end in view an article, “Physical 
improved to serve better the purposes of the Society. Medicine in Rehabilitation,” was published in the Feb- 


Although the discussion indicated that the Com- ruary 15 issue of the Journal. During the past few years 


. . the interest of physicians specializing in physical therapy 
mittee favored Plan Two rather than Plan One, it has been broadened to also include occupational therapy 


was the consensus that more detail should be sup- and the name physical medicine has been pastes used 
plied by the Committee on Headquarters before to indicate both physical and occupational therapy and 
; | the use of physical agents in diagnosis and for the preven- 
any final action was taken. af 
It was moved by Dr. Phippen and seconded by is ateordingly thas of 
evn . this committee be enlarged to include occupational therapy 
Dr. Munro that the Co 3 ig tentatively eppenve in its relation to medical practice and that the name of 
Plan Fwo and direct the Committee on Society the committee be changed to the Committee on Physical 
Headquarters to secure such options as are neces- Medicine. 


sary for its realization. This motion was adopted ‘ 
by vote of the Committee. Dr. Leavitt moved the acceptance of the report 


and the adoption of the recommendations. This 
Committee on Medical Education — Dr. Robert T. motion was seconded by Dr. Gardner, and it was 
Monroe, chairman. : so ordered by vote of the Committee. 
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Committee on Rehabilitation — Dr. Joseph H. Shor- 
tell, Suffolk, chairman. 


In the absence of Dr. Shortell, the Secretary said 
that it was expected that a report from this com- 
mittee would be available for discussion at this 
meeting. He added that the report had not, been 
received. For the information of the Committee, 
he said that the report, when received, would deal 
with a fee schedule that the Massachusetts Depart- 
ment of Rehabilitation sought to have set up in 
dealing with payments for medical services rendered 
to those of ouf people whose disabilities were static 
and remediable. 

He said that if the individual were to profit under 
this program, actual indigence need not be shown. 
Such an individual, however, must show that he 
is unable through his own efforts to meet the costs 
of his rehabilitation. He added that a hernia that 
was impairing an individual’s ability to follow a 
gainful occupation would be regarded, under this 
program, as a disability that was static and remedi- 
able. 


Committee on Industrial Health— Dr. Dwight 
O’Hara, Middlesex South, chairman. 


This report, which was offered by the chairman, 
is as follows: 


During the past year, the Committee on Industrial 
Health has met as a whole four times; its subcommittees 
have met oftener. Among the subjects discussed at some 
length were rehabilitation in industry, aluminum therapy 
and prophylaxis for silicosis, various types of programs 
for postgraduate education, sarcoid-like reactions to chem- 
ical irritants and the merits of bills dealing with industrial 
health before the current sessions of the Legislature. With 
the approval of the Committee on Legislation we expressed 
ourselves in writing concerning these legislative matters 
to the ‘wae state authorities. The committee co-operated 
with the War Participation Committee in emphasizin 
the responsibilities of doctors in the control of industria 
absenteeism, and has continued to furnish editorial material 
which‘has been cordially accepted by the editor of the 
Journal. During the year, the committee has continued 
its discussions of industrial health in the small manufac- 
turing plants of the Commonwealth. It has formulated 
its ideas on this subject to some extent, and would ordinar- 
ily embody them in this report. The fact that the annual 

- report could not be presented to the Council as a whole, 
however, led us to publish this material in the April 5 
issue of the Journal under the title ““A Statement Con- 
cerning Industrial Hygiene in the Small Plants of Massa- 
chusetts.” Your committee considers this statement to 
be its main contribution for the year. 

The committee has from time to time aided industrial 
plants by making medical contacts-for them, and has suc- 
ceeded in placing a few physicians in industrial positions. 
Members of the committee have visited industrial plants 
in several parts of the Commonwealth on the invitation 
of their managements. The committee had planned for 
and hoped for larger participation in the program of the 
annual meeting of the Society, and had tentatively ar- 
ranged for doctors to visit one of the large shipbuilding 
plants in Boston in connection with the meeting this year. 
A subcommittee was already in action in these matters 
— it became known that the meeting for 1945 was can- 
celled. 

On May 8, under the auspices of the Hampden District 
Medical Society and the Springfield Academy of Medicine, 
the committee presented four speakers in an afternoon- 
and-evening program in Springfield. The papers were 
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arranged particularly to interest the general practitioner, 
and were well received, although they did not attempt to 
veo in volume the programs held in Boston in 1942 
an 


Dr. O’Hara moved the acceptance of the report. 
This motion was seconded by Dr. W. H. Allen, and 
it was so ordered by vote of the Committee. 


Committee Appointed to Make Recommendations as 
to the Choice of Future Directors of the Blue 
Shield — Dr. Leland S. McKittrick, Suffolk, 
chairman. 


This report, which in the absence of the chairman 
was offered by the Secretary, is as follows: 

The committee met at 8 Fenway on April 18, 1945. The 
committee was fully represented except for Dr. Peirce H. 
Leavitt, who was out of the city and not available. In 
addition to the members of the committee, Dr. Elmer S. 
Bagnall and Dr. Reginald Fitz were present. 

t was voted to recommend to the Corporation the ap- 


pointment of the following five men to replace those whose 
term of office ends this year: 


Mr. Oliver G. Pratt — Reappointment 

Mr. Thomas G. Brown -— Reappointment 

Dr. Elmer S. Bagnall — To replace Dr. Mongan 
Mr. Ernest Johnson — Reappointment 

Mr. Daniel Boyle — Reappointment 


The attendance record of the present Board of Directors 
was reviewed, and it was voted to recommend that Dr. 
Frank R. Ober, whose office expires in 1947, be asked to 
resign and that Dr. Arthur W. Mllen, 266 Beacon Street, 
Boston, be elected to fill his place. 


The President observed that he was not present 
when the above recommendations were made. 

Dr. Ober said that he had missed two or three 
meetings of the Board of Directors of the Blue Shield 
because the meetings were not always held as orig- 
inally scheduled and that on those occasions he had 
made arrangements to be elsewhere when these 
meetings were finally held. 

Dr. Munro moved the acceptance of the report. 
This motion was seconded by Dr. W. H. Allen. 

Dr. Bagnall explained that the Committee had 
been appointed because it seemed desirable to have 
a group of men who were sitting in continuity, and 
thinking at the time about the directorate in terms 
of the needs of the Blue Shield. ; 

Dr. Reardon asked if he had understood it cor- 
rectly that Dr. Mongan’s name had been dropped 
from the list. The president replied in the affirmative. 

Dr. Reardon asked if Dr. Mongan had been 
consulted and if there was any reason given for 
dropping him. The President replied he did not 
know, repeating that he was not present when 
the selections were made. 

Dr. Reardon said that it seemed to him that 
Dr. Mongan is a man who deserves every consider- 
ation from the Society and from every fellow of the 
Society. He added: 

He has been a tireless worker, giving time and energy 
and every effort for the benefit of the Society, and I should 
think it would be only a matter of courtesy to him to 


ask him if he did not want to serve any longer; if so, that 
would be the time to drop him. 
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I do not believe that a man who has given such service 
as he has given to the Society should be dropped without 
an adequate excuse. 

I am not a member of the Committee, and I am not 
speaking as a member of the Committee, but I do think 
that he is such a valuable man to the Society that he should 
be retained on the Board. Personally, I should like to see 
his name still go down on that list of names suggested. 


The President said he was not seeking any office, 
that he was a bit tired and that instead of desiring 
to take on a new job, he would like to be relieved 
of some he already had. 

Dr. Fitz said that it was his recollection that 
Dr. Mongan had finished his term. The President 
confirmed this. 

Dr. O’Hara said that he shared everybody’s 
feeling toward Dr. Mongan but that this was a 
replacement at a perfectly natural time and that 
nobody should take umbrage at it. 

Dr. Munro said that he was present at the meet- 
ing of the committee and-that much time had been 
spent in canvassing the situation. He added that 
the committee had available for its use information 
that is not available to the Executive Committee, 
relative to plans, policies, financial conditions, 
financial commitments and out-of-state relations 
of the Blue Cross and Blue Shield, and that the 
deliberations were conducted in a spirit of friendli- 
ness to all, with the welfare of the Blue Shield the 
paramount issue. 


The report was accepted by vote of the Com- 
mittee. | 


Committee on Postwar Loan Fund — Dr. George 
Leonard Schadt, Hampden, chairman. 


The report, which is as follows, was offered by 
the chairman: 


The Committee on Postwar Loan Fund, at a meeting 
held on May 2, 1945, decided that the time has now ar- 
rived to set up a postwar loan fund. It therefore recom- 
mends that 


(1) A sum of not more than $25,000 of the Society’s 
funds be drawn on for this purpose. 


(2) That the President be empowered to appoint a 
committee of five, to include the treasurer and secretary 
of the Society and the present chairman of the Com- 
~ mittee on Postwar Loan Fund, to administer this fund 
in accordance with the recommendations made by this 
committee in the report presented on May 22, 1944, 
as follows: 


(3) That the amount of loan granted be left to the 
discretion of the board or committee appointed by the 
President. 


(4) That just enough interest be charged — not to 
exceed 2 per cent — to cover carrying charges and re- 
mind the member obtaining a loan of his obligation. 


(5) That no endorsers be required. 


(6) That loans shall be limited to a period of twelve 
months subject to renewal at the discretion of the board 
or committee appointed. 


(7) That only those who were members, in good standing, 
of the Massachusetts Medical Society on the date they 
entered the armed forces shall be permitted to borrow 
from this fund. 
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(8) That, to inform members of the Society in the armed 
forces of the availability of this fund, information be 
printed in the New England Journal of Medicine. There 
shall also appear in a box on the cover of the Journal 
an announcement calling attention of the members to 
the article on the inside page. 


(9) That form letters shall be sent to the members in 
so ae forces notifying them of the existence of this 
und. 


(10) That form letters shall be sent out to the other 
members of the Society with the annual bills for dues 
bringing to their attention the existence of this fund 
and its purpose. : ; 


(11) That the fund shall be administered from the head- 
quarters of the Massachusetts Medical Society. 


Dr. Schadt announced that the recommendations 
contained in the report had the approval of the 
Committee on Finance. | 

He moved the acceptance of the report. This 
motion was seconded by Dr. Leavitt, and it was so 
ordered by vote of thé Committee. 

Dr. Schadt.moved the adoption of the first recom- 
mendation. This motion was seconded by Dr. 
Chapin. With regard to the personnel setup under 
the recommendation, Dr. Schadt said that he was 
in agreement with those who criticized this on the 
basis that it usurped the President’s prerogative. 
He added that he had no particular desire to serve 
on the committee, but that he would do so if he 
were appointed. The recommendation was adopted 
by vote of the Committee. : 

Recommendations 2, 3, 4, and 5 were adopted 
by vote of the Committee without debate. Dr. 
Schadt moved the adoption of the sixth recom- 
mendation. This motion was seconded by Dr. 
Leavitt. After considerable debate, which had 
principally to do with the question of enlarging 
the numbers who might be permitted to participate 
in the plan, it was voted by the Committee toadopt 
the recommendation as originally offered. Recom- 
mendations 7, 8, 9, 10, and 11 were severally moved 
by Dr. Schadt for adoption. These motions were 
seconded, and they were so ordered by vote of 
the Committee. 


New Business 


The Secretary was in the receipt of the following 
communication: 


Dr. Michael A. Tighe, Secretary 
Massachusetts Medical Society . 
Boston, Massachusetts 


Dear Dr. Tighe: 


On February 16 Dr. Bagnall submitted to me a letter 
which he had received from W. L. Bell & Co., an insurance 
management corporation. The substance of this letter 
was a request that the Massachusetts Medical Society 
approve an accident and health cash indemnity policy of 
the National Casualty Company of Detroit, Michigan. 
Mr. Bell stated in his letter that this was a group type of 
policy in which his corporation was endeavoring to interest 
such societies as the Massachusetts Medical Society and 
its county divisions, as well as local medical societies, and 
such organizations as the Massachusetts Bar Association. 
This plan, if subscribed to in groups, would allow the 
premium to be at a comparatively low rate. 
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Dr. Bagnall, in submitting it to me, suggested that I 
review the proposition and judge as to its merits for the 
Massachusetts Medical Society. 

In the furtherance of Dr. Bagnall’s request I did review 
the data submitted and also had Mr. Bell submit the 
names of any organizations in the Commonwealth who 
are interested in this proposition. Also, there was sub- 
mitted a sample copy of the insurance contract. 

After careful review of the entire matter I feel that 
there is certain merit to this type of group cash indemnity 
policy and that possibly certain members of our organiza- 
tion might wish to avail themselves of the reduced premium 
payments which would be available. It is my understand- 
ing that such a plan as submitted by Mr. Bell would require 
fifty per cent of our membership es before such 
premium reduction would be available. . 

Any plan for the insurance of our membership necessaril 
merits careful study and analysis, both pro and con. Suc 
a plan also needs careful consideration, not only of the 
financial stability of the parent company but also of their 
local representatives. The results that have been obtained 
where the plan is already in existence need study in order 
to evaluate the proposition. Therefore, 1 recommend 
that the Executive Committee of the Council of the Massa- 
chusetts Medical Society allow the matter to be presented 
to them for consideration, and if deemed advisable, that 
a committee of three be appointed by the president of the 
Massachusetts Medical Society to study the matter and 
bring specific recommendation to the attention of the 
Executive Committee at a future meeting. 

I submit a resolution in order to bring this formally 
before the Executive Committee. 

Yours very sincerely, 


(Signed) J. KickHamM 


Dr. Kickham moved that the president appoint 
a committee of five to study the plan for a group 
accident and health insurance policy. This motion 
was seconded by Dr. Leavitt. 

Dr. Kickham said that his investigations showed 
that eleven of the eighteen districts were now cov- 
ered by one insurance company. He added that 

the Norfolk District had had this matter under 
- investigation for some time and that there seemed 
to be a demand in that district for this type of 
insurance. | 

Dr. Phippen said that inasmuch as eleven of the 
district societies had already entered this field 
on their own, and were satisfied, it might be well 
to leave the matter of what the other districts 
would do in their own hands. Dr. Reardon and 
Dr. W. F. Ryan, Middlesex North, expressed a 
like view. 

Dr. Kickham’s motion was defeated by vote 
of the Committee. 


At that point, the President read a telegram 
from Chicago that announced that on the next day, 
Senator Robert F. Wagner, of New York, would 
submit a revised Wagner Bill. 


Dr. Dwight O’Hara, Middlesex South, intro- 
ducéd the following amendment to the by-laws: 


The by-laws of the Massachusetts Medical Society 
are hereby amended by adding a new chapter, to be known 
as Chapter X. This chapter shall read as follows: Any 
provision or provisions of these by-laws may be temporarily 
waived, provided such waiver is not in conflict with the 
laws of the Commonwealth, provided the provision or 
provisions sought to be waived be clearly designated , 
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provided the period during which such waived provision 
or provisions are to continue be definitely stated, pro- 
vided notice of the proposed waiver accompany the call 
of the annual meeting and provided the members present 
at such an annual meeting unanimously consent. 


Dr. O’Hara moved the approval of the amend- 
ment. This motion was seconded by Dr. Leavitt. 

Dr. O’Hara explained that as the by-laws now 
stand none of its provisions could be waived and 
that circumstances might arise in the future that 
might make such an act desirable. 

Dr. O’Hara’s motion to approve the amendment 
was so ordered by vote of the Committee. (The 
amendment will go to the annual meeting of the 
Society in 1946 for rejection or adoption.) 

The President read the following obituaries: 


Dr. John C. V. Fisher, of West Roxbury, died February 
0. He was in his fifty-third year. 

He received his deges from Boston University School 
of Medicine in 1917. He served as a surgeon for the United 
States Merchant Marine during the first world war. He 
had practiced in Boston since 1919 and had been obstetri- 
cian at the Massachusetts Memorial Hospitals since 1928. 
‘He was associate professor of obstetrics at Boston Uni- 
versity School of Medicine. He was a fellow of the American 
College of Surgeons, and a member of the New England 
Obstetrical and Gynecological Society. 

Dr. Fisher was pan oye of the Norfolk District Medical 
Society from 1943 to 1944 and had been a member of the 
Council of the Massachusetts Medical Society for several 

ears. 
. His widow and a brother survive. 


Dr. Edwin R. Leib, of Worcester, died May 3. He was 
in his seventy-first year. 

He received his degree from Boston University School 
of Medicine in 1899. He retired as chief of the medical 
service at Hahnemann Hospital a few months ago but 
remained on the staff as a consultant. He was also a con- 
sultant on the Belmont Hospital staff. Dr. Leib had served 
as epidemiologist in the Worcester Health Department for 
more than thirty years. He was president of the Worcester 
Blood Bank. 

His memberships included the Worcester District Medi- 
cal Society of which he was a past president, as well as a 
councilor at the time of his death. He was a fellow of the 
American Medical Association. 

His widow and a brother survive. 


At the direction of the President, the Committee 
stood for one minute in silent tribute to the memory 
of these deceased councilors. 


_ The Secretary submitted the following changes 
in membership: 


Membership as of May 23, 1944 
Losses 
Deaths 
Resignations 11 
Deprivations 


Total 
Gains 

New fellows 119 

Reinstatements 


Total 
Net Gain 


Membership as of May 23, 1945 


5783 


127 


130 


| 
Vol 
1 
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| 5786 
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The President submitted the following list of ad 
interim appointments: 


To the Council: Dr. Louis A. Sieracki, Norfolk, to replace 
Dr. J. C. V. Fisher, deceased. Dr. Philip E. Meltzer, 
Suffolk, to replace Dr. George B. Fenwick, deceased. 


To the Section of Anesthesiology: Dr. Sidney C. Wiggin, 
chairman, and Dr. Leo V. Hand, secretary. 


To the Committee on Legislation: Dr. Curtis C. Tripp, 
5 rag ay Bristol South, to take the place of Dr. 
Edwin D. Gardner, resigned. 


To the Committee on Public Relations: Dr. Milton J. Quinn, 
‘representing Middlesex East, to take the place of Dr. 
J. Harper Blaisdell, deceased. gia 


To the Subcommittee on Public Information of the Com- 
mittee on Public Relations: Drs. John Fallon, chairman; 
Michael A. Tighe, Richard M. Smith, Ralph R. Stratton, 
Roy J. Ward, Roger T. Doyle, Roy J. Heffernan and 
Howard F. Root. ; 


To the Subcommittee on Labor and Industry of the Committee 
on Public Relations: Dr. Daniel B. Reardon, chairman; 

George J. Connor, Daniel J. Ellison, John Fallon and 
Michael A. Tighe. 


To the Subcommittee on Hospitals of the Committee on Post- 
war Planning: Dr. Clifton T. Perkins. 

To the Subcommittee on Organization of the Committee on 
Postwar Planning: Dr. Charles E. Mongan. 

To the Subcommittee on Postgraduate Education of the Com- 
mittee on Postwar Planning: Drs. Harry C. Solomon 
and Charles’G. Mizter. 

To the Committee to Make Recommendations as to the Choice 
of Future Directors of the Blue Shield: Drs. Leland S 
McKittrick, chairman (term expires May, 1949), George 
G. Smith (term expires May, 1948), Elliott P. Joslin 
(term expires May, 1947), Donald Munro (term expires 
19483 1946) and Peirce H. Leavitt (term expires May, 


These appointments were confirmed by vote of 
the Committee. 


. At that point the President introduced Dr. Regi- 
nald Fitz, president of the Massachusetts Medical 
Society for the year 1945-1946. He was greeted 


_ with loud applause. 


Dr. Fitz submitted a list of nominations to stand- 
ing committees. He moved the approval of these 
nominations. This motion was seconded by Dr. 
Munro, and it was so ordered by vote of the Com- 
mittee. Dr. Fitz then read a list of nominations to 
special committees and subcommittees. He moved 
the approval of the nominations. This motion was 
seconded by Dr. O’Hara, and it was so ordered by 
vote of the Committee. (The members of the stand- 
ing and special committees for the year 1945-1946 
appear elsewhere in this report.) 

The President read the following communication 
from Dr. John F. Kenney, president of the Rhode 
Island Medical Society: 

Dr. E. S. Bagnall, President 
_ Massachusetts Medical Society 

Groveland, Massachusetts 

Dear Dr. Bagnall: 

At the meeting of the House of Delegates of the Rhode 
Island Medical Roctesy held on May 9, the House voted 
unanimously that the Rhode Island Medical Society 
should take leadership at the present time in forming a New 


England Medical Council of the medical societies for the 
purpose of discussing mutual problems. 
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A year ago it was proposed by the Rhode Island Medical 
Society that such a council be activated and an attempt 
was made to interest the other New England societies. 
We now hope that this plan may be realized and we are 
confident that it would be most advantageous to all of 
us in rong: ways in which to solve both local and national 
problems that directly concern the practice of medicine 
and the provision of medical and health services to the 
peoples in our states. 

I enclose a copy of the proposal as tentatively advanced 
last year to give you an idea of how such a council might 
possibly be organized and made workable. 

We shall appreciate your kindness in bringing this matter 
before your policy-making body, and I shall hope to hear 


from you in the near future relative to the decision of your 
society. 
When we have heard from you we shall be in a bette 
sition to set a definite date when a conference might be 
eld here in Providence to formulate details. 


May 19, 1948 (Signed) Jonn F. Kenney, M.D. 
The proposal referred to in the letter appears as 
Appendix No. 9. 

Dr. Leavitt moved that the Society participate 
in the plan proposed by Dr. Kenney. This motion 
was seconded by Dr. Munro, and it was so ordered 
by vote of the Committee. 

Dr. Leavitt addressed the chair and said that 
he wished to express his approval of the way in 
which Dr. Bagnall had run things during the year. 
“You have been fair,” he added, “‘in a trying job, 
and I want personally to thank you for a job wonder- 
fully well done.” 


There being no further business before the meet- 
ing at 5:20 p.m., the President declared the meeting 
adjourned. 


A. TicHE, Secretary 


APPENDIX NO. 1 
TREASURER’S REPORT 


During 1944 income from dues was further reduced owing 
to more members being in the service with dues remitted — 
$39,723 in 1944 as compared with $43,390 in 1943. Non- 
ae dues dropped from $1651 to $1492 during the same 
period. 

Income from investments in the General Fund rose from 
$3466 in 1943 to $3969 in 1944, and from investments in the 
Building Fund from $1776 in 1943 to $1960 in 1944. An 
outstanding achievement was the increased income from 
the annual meeting contributed by the Committee on Ar- 
rangements*and in large part due to the efforts of the Ex- 
ecutive Secretary, $3495 in 1944 as against $1750 in 1943. 

The yield from securities held in the General Fund in- 
creased during the year from 2.40 to 2.43 per cent, and from 
those held in the Building Fund from 2.95 to 3.14 per cent. 

otal value of the securities in the General Fund stands 
at $167,614 book value and $170,885 market value, an in- 
crease during the year of $7056 and $9838 respectively. 
Correspondingly in the Building Fund book value of holdings 
stands at $68,170 and market value at $70,858, an increase 
of $5721 and $5284 respectively. 3 

Changes in the portfolios of the two funds have largely 
been replacements of bonds matured or called by bonds of 
similar character, government issues and a slight increase 
in preferred stocks. 

Ten thousand dollars ($10,000) in Commonwealth of 
Massachusetts 314 per cent bonds held in the Phillips Fund 
matured and were 95 by an equal amount in United 
States War Savings Series G bonds. Including these, the 
Society has increased its government bond holdings by $22,- 
000, this year, to a total of $96,000. 
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According to the vote of the Council in June, 1929, pro- 
viding that interest received from the Building Fund principal 
could be applied toward the expenses of maintenance of 
‘society headquarters, this action has been followed and such 
income has not been added to the Building Fund total. 

One thousand, one hundred and sixty-four dollars ($1164) 
received for subscriptions to the New England Journal of 
Medicine from members in active service has been made 
0750 to the Journal; last year the comparative figure was 


In 1944 total revenues to the Society amounted to $52,903, 
an increase of $935 over the previous year. Total expenses 
of the Society amounted to $38,544, an increase of $5411 
over 1943. Excess of revenues over*expenses was, therefore, 
$14,359 for 1944. 

The Society ends 1944 with total assets of cash and securi- 
ties of $272,451, an increase during the year of $22,066. 

A cordial and instructive relation has been maintained 
with the investment counselors. I should like to reiterate 
how congenial and helpful has been the aid given this office 
by the clerical staff of the New England Journal of Medicine, 
and to emphasize the advantage of the present close prox- 
imity of the offices for moteal speedy handling of various 
problems that arise. x 

breakdown of comparative expenses for 1943 and 1944 
is appended. 


Expenses’ 


1943 1944 
Salaries: 
Executive Secretary ............... 3008.60 3000.00 
Expenses 
President 693.80 714.36 
1925.84 2195 .00 
Delegates to A. M.A. ............. 689 .04 779.40 
Maintearance of Society Headquarters 
(including clerical and other ex- 

Shattuck Lecture ................. 200.00 200. 
Cotting Luncheons ................ 302.00 358.50 

mmittees: 
Ethics and Discipline ........... 110.71 159.07 
Industrial Health ............... 68.18 97.9 

information Bureau ............. 00. 1133.02 

Maternal Welfare ............... 00.00 1.58 

Medical Advisory toOPA ....... 00.00 7.85 

Medical Defense ............... * 707 .47 1113.03 

Medical Education .............. 00.00 .89 

Membership 38.20 76.96 
Military Postgraduate ........... 677.60 411.06 
Obstetrics and Gynecology ....... 90.00 00.00 
Postgraduate Instruction......... 15.19 4.60 
Postwar Loan Fund ............. 6.55 00.00 
Postwar Planning ............... 00.00 116.01 
Postpayment Medical Care....... 00.00 44.60 
Prepaid Medical Care ........... 00.00 116.00 
10.00 24.28 
Public Relations ................ 182.39 164.06 
Wagner Bill Conference ......... 00.00 56.03 
War Participation ........%...... 234.78 209.61 

ew England Journal of Medicine 7000 .00 7900 .00 
Refunds to district societies ....... 4000 .00 4000 . 00 
Refunds to fellows on active service . 176.00 28.00 

cam © . for subscriptions to 

Journal from fellows in active 

Net loss on securities, sold, called or . 

$33,133.02 $38,544. 33 


Exiot Jr., Treasurer 


APPENDIX NO. 2 


REPORT OF THE COMMITTEE ON MEMBERSHIP 


The Committee on Membership, meeting with the super- 
vising censors, as provided in Chapter V, Section 1, of the 
by-laws, recommends: 


That the following-named fellows applying for retirement 
and with all dues paid and in good standing, be allowed to 
retire under the provisions of the by-laws, Chapter I, Section 5: 
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wares eahee G. (Norfolk), 109 Moss Hill Road, Jamaica 


ain. 
‘Dewis, John W. (Essex South), 7 Gregory Street, Marble- 
head. (Journal requested.) 
Dunn, William A. (Suffolk), 39 Somerset Street, Boston. 
Harriman, Perley (Essex South), 11 Atlantic Street, Lynn. 
‘ (Journal requested.) : 
Howell, William W. (Norfolk), 44 Eliot Street, Jamaica 


Plain. 
Leland, Forrest L. (Hampden), 6 Gaylord Street, South 
Hadley Falls. 
MacCorison, Carl C. (nonresident), North Berwick, Maine. 
eg oR Angus D. (Suffolk), 411 Marlboro Street, 
oston. 
Moore, Fredrika (Middlesex South), 983 Memorial Drive, 
Cambridge. 
Newhall, Harvey F. (Essex South), 51 Nahant Street, Lynn. 
Royal, Herbert B. (Worcester), Still River Road, Harvard. 
ournal requested.) 
Smith, Hervey L. (Hampden), 235 Queens Lane, Palm 
each, Florida. | 
Sullivan, Cornelius A. (Norfolk South), 20 Pond Street, 
uth Braintree. (Journal requested. 3 
Sullivan, Joseph L. (Norfolk), 89 Waverley Street, Roxbury. 


That the following-named fellows applying for resignation 
and with all dues paid and in good standing, be allowed to 
resign under the provisions of the by-laws, Chapter I, Section 
7, such resignation effective January 1, 1945: 


Milton E. (nonresident), 

treet, New Orleans, Louisiana. 

McKhann, Charles F. (nonresident), 
R. P. Annex, Detroit 32, Michigan. 


1737 Prytania 
P. O. Box 118, 


That the following-named fellow applying for resignation 
be allowed to resign, with remission of dues owed the Society, 
under the provisions of the by-laws, Chapter I, Sections 6 


A of the by-laws, such resignation effective January 1, 


Clarke, Samuel T. (nonresident), 240 West First Street, 
eno, Névada. 


That the following-named fellows, who are ill and in- 
capacitated, shall have the dues owed the Society remitted 
under the provisions of the by-laws, Chapter I, Section 6: 


Harkins, William J. (Norfolk South), 20 Whitney Street, 
Quincy. 1945. 
Krieger, William L. (Norfolk South), 15 Lincoln Avenue, 
ollaston. 5. 
Shukle, R. M. (Suffolk), 432 Marlboro Street, Boston. 
1944 and 1945. 


That the following-named fellow, who had resigned from 
the Society while in good standing, be reinstated under the 
provisions of the by-laws, Chapter I, Section 10: 


Wilens, Gustav (Middlesex South), Cochituate Road, 
Wayland. 


That the following-named fellows, who have been deprived 
of membership for the nonpayment of dues, be reinstated 


as fellows of the Society, provided their arrears in dues at ~ 


the time of deprivation, plus their dues for the year 1945 
be sent to the treasurer of the Society, in accordance with 
the by-laws, Chapter I, Section 10: 


Ascolillo, H. V. (Hampshire), 16 Centre Street, Northamp- 
ton. 

Butler, Harry H. (Norfolk), 48 Winchester Street, Brook- 
ine. 

Rosen, Edward (Suffolk), 164 Shirley Avenue, Revere. 


That the following-named fellows be allowed to change 
their membership from one district society to another, with- 
out change of legal residence, under the provisions of the 
by-laws, Chapter III, Section 3: 


Anderson, Donald G., 46 Orchard Street, Jamaica Plain. 
(Remain in Suffolk.) : 
Anderson, Erna G., 46 Orchard Street, Jamaica Plain. 

(Remain in Suffolk.) 
Goodman, Joseph, Clay Brook Road, Dover. 
(Remain in Middlesex South.) 
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Hyde, Harold V., 987 Memorial Drive, Cambridge. 
(Remain in Suffolk. ' 

Joyce, Charles C., 31 Conant Street, Danvers. 
(Essex South to Plymouth.) 

McMackin, Francis L., 230 Brattle Street, Cambridge. 
(Norfolk to Suffolk.) 

Robins, Samuel A., 15 Gralyn Road, Newton Centre. 
(Middlesex South to Norfolk.) 

Todd, John J., 23 Windmere Road, Milton. 

(Remain in Suffolk.) 


Committee on Membership: 
Haran F. Newton, Chairman 
E. Fisx 
H. Leavitt 
SAMUEL N. VosE 
Roy V. BAKETEL 


Supervising Censors: 
Wixiiam H. ALLEN 
H. Quimsy GALLuUPE 
ALBERT E. PARKHURST 


APPENDIX NO. 3 


Report oF THE CoMMITTEE ON PusB tic RELATIONS 


There have been two meetings of the Committee on Public 
Relations. A summary of the report of the first meeting 
has been sent you. 

The second meeting was held on April 25, 1945, and un- 
fortunately your secretary was unable to be there. There 
were present, in addition to President Bagnall and Secretary 
Tighe, representatives from nine districts. The first subject 
studied was a report of the Subcommittee on Public Informa- 
tion, which was received and approved. This report is to 
be given by the chairman of the Subcommittee, Dr. John 
Fallon. The second question studied was a report of the 
Subcommittee on Tax-Supported Medical Care, which will 
be given later by Dr. Dumphy. This report was discussed 
at some length and approved with two members dissenting. 


The summary of the report of the first meeting is as 
follows: 


The members of this committee listened with great 
interest to a recital of the activities of the Committee og 
Postwar Planning by Dr. Howard F. Root, its chairman. 
It expressed a desire to support these activities in every 
way possible. 

The Subcommittee on Labor and Industry presented 
an fnteresting report on its activities to date. It was the 
belief of the Committee on Public Relations that the 
subcommittee should pursue its activities. A report of 
progress willbe presented by this subcommittee later in 
this meeting. 

The Subcommittee on Tax-Supported Medical Care 
reported on certain conversations that it had in March 
with Mr. Long, Commissioner of Veterans Aid and Pen- 
sions, anent payments for the medical treatment of needy 
veterans. This subcommittee signified that it intended to 
consult with the Massachusetts Commissioner of Welfare 
along the same lines. The Committee on Public Relations 
approves the report and the recommendations contained 
ei The Committee on Public Relations recom- 
mended that the Subcommittee on Tax-Supported Medical 
Care reconsider the question of charges to recipients of 
welfare assistance and old-age assistance with a view that 
payment be made for all medical and surgical services 
rendered. 

After considerable discussion with Dr. Vlado A. Getting, 
Commissioner of Public Health, and Dr. aang 4 Edsall, 
of that department, the Committee on Public Relations 
approved, in principle, the plan of the Department of 
Public Health for the collection of blood, voluntarily 
donated, and the distribution of the fractions of the blood 
to the citizens of Massachusetts without charge. Such 
distribution is to be made on the recommendation of physi- 
cians. 

AuBert A. Hornor, Secretary 
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APPENDIX NO. 4 
REPORT OF THE COMMITTEE ON LaBor AND INDUSTRY 


The Subcommittee on Labor and Industry of the Com- 
mittee on Public Relations offers this report as one of in- 
formation only. 

The subcommittee had separate conferences with repre- 
sentatives of the two major labor groups in Massachusetts — 
the C.1.0. and the A.F. of L. These conferences were held for 
the purpose of obtairiing first-hand knowledge of the feeling 
of labor with regard to medical care and how it is to be 
paid for. 

It was found that both these groups have definite ideas 
as to their demands in this matter. The C.1.0. defines these 
demands in terms of the following language: “Adequate 
medical care at the price the worker is able to pay.” The 
A. F. of L. says its demands can be met by an insurance 
scheme, the entire cost of which is to be borne by industry. 
The subcommittee has reason to believe that this very same 
view is held by the C.1.0O. although this fact did not come 
out in our conference with its representatives. 

The representatives of both organizations disclaimed any 
desire to see the Government in this field, provided their 
demands could be met in any other way, because in a govern- 
ment scheme labor would undoubtedly be compelled to 
contribute its share of the costs. 

The subcommittee learned that, in lieu of wage increases 
which could not be granted because of the Little Steel For- 
mula, many industries had contracted with private insurance 
carriers to cover the medical-care costs or part of these costs 
incurred by their employees when ill. 

The subcommittee also learned that the Massachusetts 
office of the National Labor Relations Board frequently took 
a hand in the negotiations leading to this end. This latter 
information has been passed on to the Blue Shield and Blue 
Cross as suitable fields to explore. We are informed that 
these conferences have already resulted in an increased en- 
rollment by C.I.0. members in the Blue Shield. 

The subcommittee finds from another source how wide- 
spread has become the practice of providing for the medical- 
care costs of those employed in industry through private 
carriers. Reference here is to the report of the Advisory 
Council of the Massachusetts Unemployment Commission 
which says that, of the 780,000 people in Massachusetts 
employed in industry, over 60 per cent have, through private 
carriers, provided for their medical-care costs in whole or 
in part. 

Supplementing the meetings that the committee had 
with representatives of the C.I.0. and the A.F. of L., a meet- 
ing was held, with a committee of the Associated Industries 
of Massachusetts on May 9, 1945, at the Hotel Kenmore. 
Those present were Mr. Lawrence Muench, president of 
Hood Rubber Company, Watertown, Mr. Philip M. Morgan, 

resident of the Morgan Construction Company, Worcester, 
Mr. Horace C. Houghton, personnel director of che Bethlehem 
Quincy Yard and assistant to the general manager, Mr. 
George E. Williamson, vice-president and treasurer of the 
Strathmore Paper Company, Springfield, Mr. Roy F. Williams, 
executive vice-president of the Reodiated Industries, and 
Mr. Jarvis Hunt, attorney for the Associated Industries. 

The general subject of medical-care costs was informally 
discussed, a subject in which these representatives of industry 
were vitally interested. In their opinion there were two 
phases of this problem — one, relating to medical care and 
its costs and the other to the income of the employee during 
his illness. After considerable discussion it was their opinion 
that the cost of medical care could not be borne by industry 
at the present time. The reason given for this opinion was 
that, if borne by industry, it would be an additional cost 
to production thereby rendering their cost higher than that 
of their competitors in neighboring states, who did not have 
the same coverage. They felt that the payment of benefits 
to employees was a social and economic problem and should 
probably be covered by state or national legislation. Each 
of these representatives of industry cited systems in practice 
at their places of business with reference to accident insurance. 
In all cases, the cost of this insurance was paid for by the 
employee by weekly deductions from his salary, but the 
operating expenses, such as rooms, clerical help and invest- 
ment of funds, were borne by the employer. A general dis- 
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cussion was entered into with reference to the Vaughn Bill 
now before the Legislature, which contains liberal accident 
and health benefits and would presumably be administered 
by a board, such as the Industrial Accident Board. It was 
generally agreed by those present that such legislation was 
a step toward state medicine, which, in the end, might lead 
to national medical supervision. Therefore, at the present 
time, they were not in favor of such legislation. It was an 
interesting two-hour discussion. 


Daniet B. Rearpvon, Chairman 
GeorceE J. Connor 
J. 
FALLON 
ICHAEL A. TIGHE 


APPENDIX NO. 5 


Proposep Ru.es or THE MassacnusETTs DEPARTMENT OF 
Pusiic WELFARE FOR REIMBURSEMENT FOR PuysIciANs’ 
Services HospITALs IN WHICH THE STAFF NOT 
Give Free Care to Warp PatTIENTs 


The department will participate in grants to recipients of 
public assistance for physicians’ services in hospitals in which 
the staff does not give free care. This policy applies only to 
those hospitals that are approximately fifteen miles or more 
distant from any hospital in which free care by the staff may 
be obtained. A tentative list of these hospitals is as follows: 


Plunkett Memorial Hospital Adams 
Farren Memoria! Hospital Montague 
Franklin County Public Hospital Greenfield 
Fairview Hospital Great Barrington 
North Adams Hospital North Adams 
Wing Memorial Hospital Palmer — 
Mary Lane Hospital Ware 
Community Memorial Hospital Ayer 
Webster District Hospital ebster 
Emerson Hospital Concor 
St. Luke’s Hospital Middleboro 
Norwood Hospital Norw 
Hospital Plymouth 

ape Cod Hospital Hyannis 
Tobey Hospital areham 
Nantucket Cottage Hospital Nantucket 
Martha’s Vineyard Hospital Oak Bluffs 


In some instances, the staff gives free care to ward patients 
from the community in which the hospital is located, and 
it is expected that this policy will continue. Exception to 
this list of hospitals will be made in the event of.an emergency 
in which the nearest available hospital may be used and 
department participation will be granted. 


Surgical Fees. These will be paid at a rate not to exceed 
the fees as listed by the Massachusetts Medical Service 
(Blue Shield) at the present time for each operation or pro- 
cedure. All fees include preoperative and postoperative care. 
When two or more operations are performed for the same 
medical cause within two months, total surgical fees shall 
not exceed $150.00. Care needed beyond this time will be 
reimbursed according to the schedule of medical fees. Fees 
for assistant surgeons, when necessary, will be included in 
the total-surgical fees on a basis of approximately 10 per 
cent of the total fee. 

Anesthesia. When there is no resident anesthetist in the 
hospital, fees for anesthesia will be allowed at a rate not to 
exceed the fees for anesthesia as listed by the Massachusetts 
Medical Service and only to a licensed physician other than 
the surgeon or assistant surgeon. 


Medical Fees. Fee schedules for medical cases will be based 
on a minimum number of visits necessary for the patient. 
Participation wd the department will not exceed the state’s 
pesporonss share of a $4.00 fee for the first day and $2.00 
or each visit thereafter. Total reimbursement for physicians’ 
fees during any one hospital stay for the first two months 
shall not exceed $150.00. For a stay of more than two months, 
physicians’ fees will be reimbursed at the rate of $2.00 a visit, 
after the case has been discussed by the physician with the 
local board of public welfare. 
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APPENDIX NO. 6 


REPORT OF THE CoMMITTEE ON LEGISLATION 


This report may appear to the members of the Executive 
Committee unreasonably brief having in mind the many 
bills affecting one way or another the health of our citizens 
in which the members of the Society are naturally so much 
interested. To tabulate the various bills that have been 
heard, and to set forth the outcome of hearings on these bills 
without at least ogee | discussing the subject matter of them 


would not greatly aid the members of the Executive Com- 
mittee in their deliberation on these important matters of 
legislation. 


Although there have been a great many bills that have 
been considered at the present time only a few have come 
out of committees; but one has been passed by the Senate 
and has been signed by the Governor. This is a bill that 

rmits limited licensure not only to interns in hospitals 

ut also interns and fellows in clinics, both incorporated and 
nonincorporated. As is the case in a great many of these 


bills, so in this one there were certain things that were good - 


and certain things that we thought should not be approved. 
We stated our reasons for changes that we thought should 
have been made in the bill, but they were not made. This 
bill is now law. . 

After an all-day hearing before the Committee on Public 
Health, and after discussion in executive session by that 
committee, the bill giving chiropractors a separate board 
of registration was reported favorably. That bill is now 
in the hands of the Committee on Ways and Means and 
without doubt will come up for consideration in the House 
and perhaps in the Senate. 

our committee favored, with a single exception, House 
Bill 149, which permits children with rheumatic heart disease 
to receive treatment at the North Reading Sanatorium; 
that bill has been favorably reported and it, too, is now in 
the hands of the Committee on Ways and Means. 

The annual vaccination bill was given leave to withdraw. 

There was considerable discussion on two bills having to 
do with changes in the Division of Occupational Hygiene. 
One of these bills would abolish the division, and that was 
given leave to withdraw in both House and Senate. 

A bill requiring filing of annual returns by corporations 
conducting medical schools passed in the Howes and has 
been signed by the Governor. 

he great majority of bills of interest to the members of 
the Society, however, are still under consideration and have 
not as yet been reported by the respective committees hearing 
these bills. 

Four hearings were conducted b 
cation having to do with osteopaths. There were originally 
three bills, so-called “osteopathic bills.”” One of these setting 
up a special board of examination in osteopathy was with- 
drawn. Briefly, one of the other two bills provided for the 
licensure in this state of a diplomate of the National Board 
of Osteopathic Examiners, and the second, in substance, 
provided that any graduate of any osteopathic school ap- 
proved by the American Osteopathic Association would be 
permitted to take examination for registration by the Board 
of Registration in medicine. A good deal of groundwork 
was covered before we attempted to set forth our views in 
these matters. The Committee of Education at the State 
House rather felt that, if things were permitted to go along 
as they exist at the present time, within eight to ten years 
there would be no osteopaths practicing in the Common- 
wealth. Reliable sources indicate that 300,000 to 500,000 
citizens in the Commonwealth want osteopathic physicians. 
In executive session the Committee of Education had inter- 
ested parties appear before it and many phases of this problem 
were discussed. 

A bill that has already had one hearing in the Senate, and 
which will be amended, may become law. That bill, in sub- 
stance, would add two members to the present Leprorns 
Authority — one an osteopathic physician, and the secon 
a lay person, both to be appointed by the Governor with 
the approval of the Council. It would further provide that 
a diplomate of the National Board of Osteopathic Examiners 
may present his or her certificate to the Board of Registration 
in Medicine, and at the discretion of the Board be permitted 
to practice medicine in this state, provided that such diplo- 
mate shall have graduated from an osteopathic school ap- 
proved by the Approving Authority. 


the Committee of Edu- | 
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Seven full-day hearings before the Committee on Public 
Health were held for discussion of the group of bills that 
may be considered together as those affecting substandard 
schools. The purpose of these bills may be summarized with- 
out material inaccuracy as measures seeking to repeal the 
law as it now exists, or to change the law materially so as 
to permit graduates of any unapproved school the right to 
take the examination given by the Board of Registration in 
Medicine. These bills thus far have not been reported by 
the Committee on Public Health. 

The members of the Committee on Legislation have worked 
untiringly in these matters entrusted to their care. The 
members of the committee are indeed grateful for the real 
help given us by some -who voluntarily offered assistance, 
‘and from others from whom we asked help and received it. 
We are particularly grateful to the members of our profes- 
sion engaged in general practice who have put themselves 
out to see to it chat proper information aiding legislators in 
their deliberation on these matters was given to them. We 
know at the present time, however, that there are members 


their thoughts on these various bills had they been given 
information to which they were and are entitled from mem- 
bers of the Massachusetts Medical Society. If reports that 
we have received are accurate, some of these legislators 
thus far have not been interviewed by any member of the 
Massachusetts Medical Society. 

At this time it would seem to serve no useful purpose to 
comment on certain matters which will perhaps result in 
a most discouraging final outcome on the work which has 
been done thus far this year in matters of legislation. We 
ask the Executive Committee and the Council to hear us 
again in the matter of suggestions as to policies for the future. 
We have had almost daily assistance from our legal adviser, 
Mr. Charles J. Dunn, and for this we are indeed grateful. 

This report is respectfully submitted, as heretofore stated, 
as a preliminary ‘report, and on this report we ask your ap- 

roval. 
. W. E. Browne, Chairman 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON Postwar PLANNING 


The provision of necessary educational opportunities as 
well as opportunities for various types of professional activity 
desired by returning medical veterans is a first consideration 
in any plan for the postwar era. The most recent analysis of 
21,000 questionnaires returned by physicians in the armed 
forces indicates that more than 12,000 hospital residencies 
or long courses of postgraduate training will be required 
during the two-year petine of demobilization. It is possible 
that this figure may too conservative, since no expression 
of the desires of a large percentage of doctors in the service 
has been obtained. Present facilities appear to provide for 
only half this number. Therefore, a large number of such 
special opportunities must be provided either by increasing 
the appointments in existing hospitals or by adding new 
hospitals. Hospitals not now provided with interns and 
residencies need to organize teaching services for the training 
of such men. 

The returns from this questionnaire indicate how fully 
the recent graduate in medicine appreciates the inadequacy 
of his training particularly along clinical lines. It is not 
sufficient to dismiss this as one of the exigencies of the war. 
If the same high standards of medical care to which the 
American people have been accustomed is to be maintained, 
notice must be taken of the inadequacy in preparation which 
looms large in the doctor trained in wartime and every effort 
bent toward its relief. The committee believes that the 
hospitals of the Commonwealth can and should play a most 
important part in any program directed toward that end. 
conomic aspects of postwar practice are emphasized 
(J. 4. M. A.) 128:138-141, 1945) by a further analysis of 
these questionnaires which shows a large percentage of the 
medical officers in the group studied are interested in future 
specialty practice. Indeed, the group represented about 
half again as many as originally were engaged in special 
fields. In answer to questions concerning voluntary redistribu- 
tion to areas needing physicians the important point came 


of the Senate and the House who would have benefited in - 
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out that nearly 29 per cent, or 6091, would go to such areas. 
if there were hospital facilities. About 85 per cent of the 
officers indicated they did not desire to remain in government 
service. 

One fifth of all medical officers who returned the question- 
naire indicated an interest in the field of industrial medicine. 

our times as many men wanted part-time positions in in- 
dustrial medicine as wanted fulltime positions. An important 
point is that many of those who wish to engage in part-time 
industrial practice would also like to take special training. 
It is clear that soon many questions will be addressed to us. 
by medical officers in anticipation of their discharge from 
the Army within six months or a year seeking information 
about possible residencies, special courses from three to six 
months or longer in special cases but also opportunity for 
part-time or full-time work in industrial medicine or even 
full-time salary position in state hospitals as well as oppor- 
tunities for location in private practice. 

Provision should be made therefore to set up a service 
bureau at the society headquarters that can give information 
by mail or in person regarding the wide variety of oppor- 
tunities in this state. This service bureau might naturally 
include the present Bureau of Clinical Information and it 
would necessarily work in close co-operation with the medical 
schools, which would be glad to refer men to it for information. 
This bureau would also work closely with the central bureau 
of the American Medical Association at Chicago. The Bureau 
of Information of the American Medical Association has set. 
about collecting and tabulating information on medical 
facilities and needs for some months. This bureau has sent 
summary sheets to every county by states in the United 
States. These summary sheets will provide information. 
about the population, number of physicians in each county, 
the economic status of that county as indicated by the size 
of its cities, the retail purchases per year and so forth. When 
these sheets have been pre mah the data will be available 
to each state and county unit for use in such local service 
bureaus as proposed here. Already more than half the 
Massachusetts district societies have sent in their summary 
sheets. It appears likely that as the months pass and the 
end of the war approaches the need for extra personnel at 
such a bureau at may become urgent. 

This bureau, then, under a central co-ordinating com- 
mittee might serve not merely during the postwar period. 
but afterward as an integrating agency for postgraduate 
instruction of all kinds in hospitals, medical schools and else- 
where for the service not only of returning veterans but also 
of all doctors and medical agencies. 

The establishment of a permanent veterans’ medical and 
hospital service in the Veterans Administration is proposed 
in a bill in the House of Representatives by Mrs. Rogers of 
Massachusetts and in a second bill by Mr. Priest of Tennessee. 
These two bills will be the subject of a report by a special 
committee of the Committee on Postwar Medical Service. 

The physical fitness program will become increasingly 
important in the future, and leadership by the medical pro- 
fession should not be withheld. The placing of four million 
Americans in Class 4F by Selective Service is the reason for 
anticipating a program for future aims at early correction 
and prevention of disqualifying defects. 

Mr. Joseph Lawrence, director of the Washington office 
of the Council on Medical Service and Public Relations of 
the American Medical Association, recommends to all in- 
terested physicians the two pamphlets (Parts 5 and 6) cover- 
ing the hearings of the Pepper Committee, officially entitled 
“The Subcommittee of the Committee on Education and 
Labor, United States Senate, Wartime Health and Educa- 
tion.” 

Postgraduate education must be provided in medical 
schools and in hospitals, but also in communities at a con- 
siderable distance from medical schools. Education must 
become a prime function of the medical society and of the 
hospital, and its importance to the medical care of the Amer- 
ican people must be understood in the future by trustees, 
laymen, editors, representatives of labor and allied organ- 
izations. “Thus, a major objective must be the securing of 
better co-operative teamwork between physicians, dentists, 
nurses and public-health agencies, both public and private. 

odern medical methods of diagnosis and therapeusis 
require more skill, more education, more time, more equip- 
ment and more intelligent co-operation by patient and doctor 
than ever before. To attain a better quality with wider 
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distribution of medical care and lower costs must be an 
objective of us all. Prepayment sickness insurance plans 
need further study and trial. 

It was obvious to the committee that its work must be 
carried out through subcommittees. Reports so far received 
from subcommittees may be briefly summarized. 

Subcommittee on Hospitals, Dr. Nathaniel Faxon, chair- 
man: Although there are more than 200 hospitals in Massa- 
chusetts, of which 125 belong to the American Hospital 
Association, a recent analysis showed that only 35 hospitals 
were approved for offering residencies. More hospitals in 
Massachusetts and New England should organize staff mem- 
bers for teaching interns and residents. It is not essential 
that the hospital be large. Doctors genuinely interested in 
teaching can convey to an intern excellent teaching in a 
35-bed hospital. Yet larger hospitals afford a more varied 
experience. Already first steps have been taken in the prepa- 
ration of a statement intended for use by hospitals that 
desire to organize their staffs and resident services in order 
that they may classify as teaching hospitals. The details 
of this program, easily understood by physicians, are not so 
clear or so necessary in the minds of lay people. Joint meetings 
of staff and lay people in each community for improving and 
extending the educational service of hospitals not only to 
the interns but to the hospital staff and to patients as well 
are needed. 

The Advisory Committee ap 
will conduct a survey both of Massachusetts hospitals and 
nursing homes, which should provide entirely new data 
—" medical care and medical needs in the Common- 
wealth. 

Subcommittee on Medical Schools, Dr. Charles F. Branch, 
chairman: The medical schools of today are keenly interested 
in extending their service to the community. Their faculties 
ars special knowledge in the basic sciences which can be 

rought to medical groups at a distance by better organiza- 
tion of teaching through the Society’s efforts. 

Subcommittee on Postgraduate Education, Dr. Richard 
Ohler, chairman: In an era of rapid scientific discovery varied 
and continuous programs of postgraduate instruction are 
necessary. No doctor five years out of medical school or 
more can practice successfully with the education acquired 
in his undergraduate years. Effort is being made to develop 


inted by Governor Tobin 


a varied program making use of hospitals and centers of 


education remote from. metropolitan areas as well as in uni- 
versity centers and utilizing the co-operation of the Depart- 
ment of Public Health and Department of Education. The 
committee plans a limited number of teaching centers, each 
to act as a focus for a district circuit. The program should 
ue in the fall of 1945, and a detailed report will follow 
ater. 

Our present aim is to bring about a better understanding 
among physicians, hospital trustees and public-health agencies 
of the present unique opportunities presented to American 
medicine. Never before has the interest of the lay public in 
hospitals, doctors and medicine been so great. It has been 
stimulated by the war, and particularly by active participa- 
tion as volunteers in hospitals and public-health organizations 
of men and women never before in immediate contact with 
such work. The public interest has been most clearly pre- 
sented in the report presented before Senator Pepper’s Sub- 
committee on Wartime Health and Education, whose hearings 
began last July and are still in progress. A series of meetings 
should be carried out in hospitals throughout the Common- 
wealth where physicians of hospital staffs, together with 
hospital trustees, editors and representatives of labor, may 
discuss under a panel form of program various proposals for 
providing hospital internships and residencies and extending 
medical care in the immediate community as well as in the 
Commonwealth. Speakers may be secured through this 
committee. 

It is recommended that committees on postwar plans in 
each district society study the possibility of increasing the 
hospital residencies to be available for veteran physicians. 

A meeting will be held Wednesday, June 20, at 5:00 p.m., 
at the Hotel Puritan of representatives of hospitals who 
wish to discuss plans for new internships and residencies. 
The provisions mg the G. I. Bill of Rights become applicable 
to hospitals or other institutions offering educational op- 

ortunities when their residencies or other courses have 

een approved b 


the Board of Collegiate Authority, 200 
Newbury Street, 


oston. Hospitals are invited to be repre- 


sented by the superintendent, trustees and a member of the 
medical attending staff. 

Howarp F. Root, Chairman 
Leroy E. Parkins, Secretary 


APPENDIX NO. 8 


Report oF THE CoMMITTEE ON ETHICS 
AND DISCIPLINE 


The Committee on Ethics and Discipline is happy to 
report to the Executive Committee of the Council of the 

assachusetts Medical Society that the ethical health of 
the Society is excellent. Only twenty complaints have been 
received to date for the year 1944-1945. However, each of 
these complaints, no matter how trivial, required investiga- 
tion, hearings and discussion. The majority of the complaints 
were from laymen accusing fellows of unethical practice. 

Two of these complaints were brought as a prelude to 
court procedure — the cases already slated for trial. These 
the committee refused to consider until judicial decision 
had been handed down. 

The remaining cases of this group were thoroughly investi- 

ated, hearings given to both complainant and the accused 
ellow. In each case there was found to be either animus or 
hope of financial gain on the F sends of the complainant, and 
the fellow was an innocent sufferer. : 

Two cases were referred to the committee from the State 
Board of Registration in Medicine concerning alleged un- 
ethical action on the part of two fellows — one of igh al 
testimony in a trial, the other of falsifying records. he 
first fellow, after investigation, was judged to be innocent 
of unethical deportment, although his lack of judgment was 
evident. The second Fellow was found guilty of falsifying 
his records and of giving false testimony on interrogation as 
to his actions. He was referred to the President for severe 
admonition. 

Two cases concerned accusation of violation of the Code 
of Ethics by fellow against fellow. 

The ‘first case was dismissed because of the lack of real 
evidence of wrongdoing. In the second case, the defendant 
was found guilty of unethical conduct in advising with and 
the treatment of a patient still under the care of the com- 
plainant. The offending fellow was requested by the com- 
mittee to send a written apology to the injured fellow. This 
was sent, accepted, a copy sent to the committee and the 
incident declared closed. : 

On April 11, 1945, the committee dealt with a case in 
which a fellow of the iety was charged with a serious 
violation of the Code of Ethics. He was found guilty and 
severely reprimanded by the President at the request of 
the committee. 

J. BRICKLEY 

AutEN G. RIcE 

Frep R. Jovett 

ARcHIBALD R. GARDNER | 
Raupu R. Stratton, Chairman 


APPENDIX NO. 9 


ProposaAL BY THE RuopeE Istanp MEDICAL SocIETY FOR A 
CounciL oF THE MEDICAL SociETIEs oF NEw ENGLAND: 


PREAMBLE 


The main purpose of such a council would be to bring 
about closer co-operation between the medical societies of 
the New England states in the development of plans relative 
to organized medicine, and plans for the furtherance of all 
phases of public health under medical supervision. 

Recognizing that each society has problems peculiarly 
its own that cannot be solved by any general provision, the 
council might serve as a body to deliberate on those larger 
matters in which each of the societies is equally concerned. 
Also, in view of the fact that each society is a component 
unit of the American Medical Association, this council should 
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avow the principle that it shall not seek to supersede the 
control now exercised on organized medicine by the House 
of Delegates of the national organization. 


ORGANIZATION 


‘The council might be composed of the presidents or secre- 
taries of the constituent state societies, and of two additional 
representatives, who shall be appointed by the president 
or the governing body of the respective state society as it 
may determine, each to serve for stated terms. 

fficers of the council might be elected by the council 
itself, to serve for one year, or until their successors were 
duly qualified and elected. 

Meetings might be held at stated times during the year, 
and alternately in the various states, and also might be held 
at such other times as deemed necessary by the president 
of the council. 

The council might make such rules and regulations as it 
deemed advisable and necessary for its successful operation. 

The expenses of the council organization might be prorated 
annually among the six state medical societies. 


METHOD OF PROCEDURE 


The council might consider any problem submitted by a 
member society, or its representative, that might in any 
manner affect organized medicine or public health in New 
England, or in any part of New England. A majority vote 
might be deemed sufficient to pass any measure, but all 
council legislation might be submitted to the governing body 
of each constituent society for action. If one or more of these 
bodies rejected any measure in a stated time from the date 
the report of the measure is made by the secretary of the 
council, the measure then might be reconsidered at the next 
meeting of the council. If, at such subsequent meeting the 
measure was passed by a two-thirds vote of the council, it 
would then become a council act. : 
The council might also serve well as a body to initiate 
studies on problems of mutual interest to the member societies 
— for example, plans and programs for voluntary medical 
care, group hospitalization, participation in federal-state 
programs, postgraduate medical education, public relations 
relative to the problems of organized medicine, national 
and local health legislation, development of the medical 
publications within the various states and the assignment 
of meeting dates to eliminate conflicts in securing guest 
speakers and in procuring technical exhibits. 


OrFicers For 1945-1946 


PresipEnT: Reginald Fitz, Brookline. Office, Boston (15), 

319 Longwood Avenue. 

PresIDENT-ELec?: Dwight O’Hara, Waltham. Office, Boston 

), 416 Huntington Avenue. 

Vice-PrESIDENT: William Jason Mixter, Brookline. Office, 
Boston (15), 319 Longwood Avenue. 

ee Ke Michael A. Tighe, Lowell. Office, Boston (15), 

enway. 

og orgy Eliot Hubbard, Jr., Cambridge, 29 Highland 

treet. 

AssisTANT TREASURER: Norman A. Welch, West Roxbury. 

Office, Boston (15), 520 Commonwealth Avenue. 


Orator: Frank H. Lahey, Boston (15), 605 Commonwealth 
Avenue. 


CoMMITTEES ELECTED BY THE DISTRICTS 


(Members ex-offictis and one councilor and alternate 
elected by the councilors of each district medical society.) 
PresIpENT: Reginald Fitz, Brookline. Office, Boston (15), 
319 Longwood Avenue. 
PresipENT-E.ect: Dwight O’Hara, Waltham. Office, Boston 
5), 416 Huntington Avenue. 
VicE-PrEsIDENT: William Jason Mixter, Brookline. Office, 
Boston (15), 319 Longwood Avenue. 

Secretary: Michael A. Tighe, Lowell. Office, Boston (15), 
8 Fenway. 

Lipa sg Eliot Hubbard, Jr., Cambridge, 29 Highland 

treet. 


Term Expires 1946 


BarNsTABLE: Paul M. Butterfield, Harwich. (Alternate: 
William D. Kinney, Osterville.) 
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Bristo. Nortu: William H. Allen, Mansfield, 70 North 
Main Street. (Alternate: Ralph M. Chambers, Taunton, 
Taunton State Hospital.) 

Bristot Soutn: Edwin D. Gardner, New Bedford, 150 
Cottage Street. (Alternate: George W. Blood, Fall 
River, 82 New Boston Road.) 

Essex Nortu: Frank W. Snow, Newburyport, 24 Essex 
Street. (Alternate: Rolf C. Norris, Methuen, 247 Broad- 


way. 

East: Edward M."Halligan, Reading, 37 Salem 
treet. (Alternate: Richard Dutton, Wakefield, 33 
Avon Street.) 

PrymoutH: Peirce H. Leavitt, Brockton, 129 West Elm 
Street. (Alternate: 


Term Expires 1947 


BerxsuireE: Isaac S. F. Dodd, Pittsfield, 34 Fenn Street. 
(Alternate: Patrick J. Sullivan, Dalton, 471 Main Street.) 

FRANKLIN: William J. Pelletier, Turners Falls, 113 Avenue A. 
(Alternate: John E. Moran, Greenfield, 31 Federal 
Street.) 

Hamppen: William A. R. Chapin, 
Street. (Alternate: Edward 
Elm Street.) 

Mippiesex Nortu: William F. Ryan, Lowell, 219 Central 

treet. (Alternate: William M. Collins, Lowell, 174 
Central Street.) 
Norro.ik: Charles J. Kickham, Brookline. Office, Boston 
, 524 Commonwealth Avenue. (Alternate: Henry 
M. Emmons, Boston, 354 Commonwealth Avenue.) 

Worcester Nortu: C. Bertram Gay, Fitchburg, 62 Day 
Street. (Alternate: George P. Keaveny, Fitchburg, 
62 Fox Street.) 


121 Chestnut 
. Bagg, Holyoke, 207 


Term Expires 1948 


Essex Soutn: Walter G. oe gee Salem, 31 Chestnut Street. 
(Alternate: Bernard Appel, Lynn, 281 Ocean Street.) 
HampsuHireE: Joseph D. Collins, Northampton, 187 Main 
Street. (Alternate: William M. Dobson, Northampton, 

Veterans Administration Facility.) 

Mipp.esex Soutu: Harold G. Giddings, Newton Centre. 
Office, Boston (16), 270 Commonwealth Avenue. (Alter- 
nate: Arthur M. Jackson, Everett (49), 512 Broadway.) 

Norrotk Soutu: Daniel B. Reardon, Quincy (69), 1186 
Hancock Street. (Alternate: Nahum R. Pillsbury, 
South Braintree (85) Norfolk County Hospital.) 

Surroik: Alexander J. A. Campbell, Boston (15), 520 Com- 
monwealth Avenue. (Alternate: Howard Root, 
Boston (15), 81 Bay State Road.) 

Worcester: Bancroft C. Wheeler, Worcester, 27 Elm Street. 
ae John J. Dumphy, Worcester, 390 Main 

treet. 


ComMITTEE oN Pusiic — Established 1931. 
(One councilor elected yearly by each district medical 
eonaggy | the president and president-elect of the Society 
are chairman and vice-chairman, respectively, and the 
vice-president and secretary of the Society are members 
ex offictis.) 
BARNSTABLE: William D. Kinney, Osterville. 
BerxsuirE: Patrick J. Sullivan, Dalton, 471 Main Street. 
Bristot Nortu: James H. Brewster, Attleboro, 178 South 
ain Street. 
BrisTou SouTtu: 
Essex Nortu: Harold R. Kurth, Lawrence, 57 Jackson Street. 
wane Soutu: Loring Grimes, Swampscott, 84 Humphrey 
treet. 
yaamnise: Jone E. Moran, Greenfield, 31 Federal Street. 
Hamppen: Patrick E. Gear, Holyoke, 188 Chestnut Street. 
HampsuirE: William M. Dobson, Northampton, Veterans 
Administration Facility. 
Mippvesex East: Milton J. Quinn, Winchester, 44 Church 
treet. 
Mippvuesex Nortu: Daniel J. Ellison, Lowell, 8 Merrimack 
treet. 
Mipp.esex Soutu: Gordon M. Morrison, Waban. Office, 
Boston (15), 520 Commonwealth Avenue. 
Norro.k: Norman A. Welch, West Roxbury. Office, Boston 
(15), 520 Commonwealth Avenue. 
Norro_k Soutu: Nahum R. Pillsbury, South Braintree 
(85), Norfolk County Hospital. . 
LymMouTH: Charles D. McCann, Brockton, 12 Cottage Street. 
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sae =o Albert A. Hornor, Boston (15), 319 Longwood 

venue. 

WoRCESTER: cone Fallon, Worcester, 390 Main Street. 

Worcester Nortu: James V. McHugh, Leominster, 100 
Main Street. 


ComMMITTEE oN LecistaTIon — Established 1942. (One 
councilor elected yearly by each district medical society.) 

BaRNSTABLE: Julius é. Kelley, Pocasset, Barnstable County 
Sanatorium. 

BerksHireE: Clement F. Kernan, Pittsfield, 184 North Street. 

Bristot Nortu: Ralph M. Chambers, Taunton, Taunton 
State Hospital. 

Bristou Soutu: 

Essex Nortu: Edward H. Ganley, Methuen, 251 Broadway. 

Essex Soutu: Charles A. Worthen, Lynn, 19 Park Street. 

Frank.in: Howard M. Kemp, Greenfield, 42 Franklin Street. 

sie Arthur H. Riordan, Indian Orchard, 147 Oak 

treet. 

Hampsuire: Arthur N. Ball, Northampton, State Hospital. 

oo East: John M. Wilcox, Woburn, 6 Bennett 

treet. 

Mippvesex Nortu: Archibald R. Gardner, Lowell, 16 Shat- 
tuck Street. 

Mipptesex Soutu: Edward J. O’Brien, Brighton. Office, 
Boston (16), 270 Commonwealth Avenue. 

_Norroix: Humphrey L. McCarthy, West Roxbury. Office, 
Boston (15), 479 Beacon Street. 

Norro.k Soutn: David L. Belding, Hingham. Office, Boston 
(18), 80 East Concord Street. 

Prymoutnu: John J. McNamara, Brockton, 231 Main Street. 

SurFovk: William E. Browne, Boston (15), 587 Beacon Street. 
(Chairman.) 

Worcester: Lester M. Felton, Worcester, 36 Pleasant Street. 

WorcesTER Nortu: Donald B. Cheetham, Athol, 164 Ex- 
change Street. 

ComMITTEE on Nominations: Established 1874. (One coun- 
cilor and alternate elected yearly by each district medical 
society.) 

BarnsTABLeE: William D. Kinney, Osterville. (Alternate: 
Paul M. Butterfield, Harwich.) 

BerksuHireE: Patrick J. Sullivan, Dalton, 471 Main Street. 
(Alternate: Charles F. Fasce, Pittsfield, 311 North Street.) 

Bristot Norta: William H. Allen, Mansfield, 70 North 
Main Street. (Alternate: Joseph L. Murphy, Taunton, 
23 Cedar Street.) 

Bristo.t Soutn: Edmond F. Cody, New Bedford, 105 South 
6th Street. (Alternate: Richard B. Butler, Fall River, 
278 North Main Street.) 

_Essex Nort: Guy L. Richardson, Haverhill, 94 Emerson 
Street. (Alternate: Rolf C. Norris, Methuen, 247 Broad- 
way. 

Essex Rowen: Paul E. Tivnan, Salem, 70 Washington Street. 
—, Peer P. Johnson, Beverly, 1 Monument 

quare. 

FRANKLIN: William J. Pelletier, Turners Falls, 113 Avenue A. 
(Alternate: Howard M. Kemp, Greenfield, 42 Franklin 
Street.) 

Hamppen: Allen G. Rice, Springfield, 146 Chestnut Street. 
(Alternate: Harry F. Byrnes, Springfield, 6 Chestnut 
Street.) 

Hampsuire: Henry A. Tadgell, Belchertown, Belchertown 
State School. (Alternate: Joseph D. Collins, Northamp- 
ton, 187 Main Street.) 

Mipp.iesex East: Ralph R. Stratton, Melrose (76), 538 
Lynn Fells Parkway. (Alternate: Edward M. Halligan, 
Reading, 37 Salem Street.) 

Mippiesex Nortu: James J. Cassidy, Lowell, 9 Central 
Street. (Alternate: William M. Collins, Lowell, 174 

_ Central Street.) . 
Mipp.eEsex Soutu: Dwight O’Hara, Waltham. Office, Boston 
, 416 Huntington Avenue. (Alternate: Joseph 
Merriam, Framingham, 198 Union Avenue.) 
Norrovk: Albert Ehrenfried, Brookline. Office, Boston (15), 
20 Commonwealth Avenue. (Alternate: Carlton E. 
Allard, Dorchester, 428 Columbia Road.) 

Norroik Soutn: Daniel B. Reardon, Quincy (69), 1186 
Hancock Street. (Alternate: James E. Knowlton, Wollas- 
ton (70), 579 Hancock Street.) 

Piymoutu: Bradford H. Peirce, South Hanson, Plymouth 
County Hospital. (Alternate: George A. Moore, Brock- 
ton, 167 Newbury Street.) 


* Ralph R. Stratton, Middlesex 
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Surro_kx: Albert A. Hornor, Boston (15), 319 Longwood 
Avenue. (Alternate: Conrad Wesselhoeft, Boston, 315 
Marlboro Street.) 

Worcester: William F. Lynch, Worcester, 390 Main Street. 


Ralph S. Perkins, Worcester, 10 Hackfeld 


oad. 
Worcester Nortu: James V. ests Leominster, 100 
Main Street. (Alternate: George P. Keaveny, Fitch- 
burg, 62 Day Street.) 


STANDING CoMMITTEES FOR 1945-1946 


(ELecTep BY THE Executive CoMMITTEE OF THE CoUNCIL, 
May 23, 1945) 


ARRANGEMENTS — Established 1849. 
Date of Appointment 


Roy J. Heffernan, Norfolk, May 25, 1942 (ap- 


airman inted chairman 
ay 22, 1944) 
G. Guy Bailey, Jr.,* Middlesex November 13, 1942 
ut 
Giddings, Middlesex May 22, 1944 
out 
Robert L. Goodale, Suffolk May 22, 1944 


Sidney C. Wiggin, Suffolk June 24, 1942 


Eruics anp DiscipLine — Established 1871. 


June 9, 1936 (ap- 
ast, Chairman chairman 


ay 21, 1941) 
William J. Brickley, Suffolk February 3, 1937 
— R. Gardner, Middlesex May 21, 1941 
ort 
Fred R. Jouett, Middlesex South May 21, 1940 
Allen G. Rice, Hampden June 1, 1938 


Finance — Established 1938. 


Francis C. Hall, Suffolk, 
Chairman 

Ernest L. Hunt, Worcester 

Edward J. O’Brien, Jr., Middle- 
sex South 

Peer P. Johnson, Essex South . 

Charles F. Wilinsky, Suffolk 


July 8, 1943 


June 2, 1938 
June 2, 1938 


October 4, 1939 
June 2, 193 


INDUSTRIAL — Established 1942. 


May 25, 1942 (ap- 
inted chairman 
interim appoint- 
ment] June 29, 
945 


Joseph C. Aub, Suffolk May 25, 1942 
Louts R. Daniels, Middlesex South May 22, 1944 
ohn G. Downing, Middlesex South May 22, 1944 
atrick E. Gear, Hampden May 23, 1945 
Harold R. Kurth, Essex North May 23, 1945 
‘Daniel L. Lynch, Norfolk May 25, 1942 


Mepicat DeFENsE — Established 1927. 
Arthur W. Allen, Suffolk, June 7, 1927 (ap- 


Thomas L. Shipman, Essex 
South, Chairman 


Chairman inted chairma 
a 7, 1939) . 
Ira M. Dixson, Berkshire August 17, 1942 


Edwin D. Gardner, Bristol South fess 7, 1927 
William R. Morrison, Suffolk une 9, 1936 
Horatio Rogers, Suffolk June 7, 1939 


Mepical Epucation — Established 1881. 


Robert T. Monroe, Norfolk, May 21, 1941 (ap- 
Chairman inted chairman 
‘ebruary 4, 1942) 
Arthur W. Allen, Suffolk May 24, 1943 
George D. Henderson, Hampden 1, 1938 
Isaac R. Jank@élson, Norfolk ay 25, 1942 
Chester S. Keefer, Suffolk February 4, 1942 


*Italics indicate that the physician is not a member of the Council of 
the Society. 
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Memsersuip — Established 1897. 


Harlan F. Newton, Suffolk, 
Chairman 


June 9, 1931 (ap- 
inted chairman 

May 25, 1942) 

Roy V. Baketel, Essex North room 10, 1945 

William A. R. Chapin, Hampden —~ May 23, 1945 

Peirce H. Leavitt, Plymouth June 1, 1938 

Samuel N. Vose, Suffolk arch 15, 1944 ; 

William H. Allen (Bristol North), H. Quimby Gallupe (Mid- 

dlesex South), Albert E. Parkhurst (Essex South), represent- 

ing the Supervising Censors. 


Pusuications — Established 1825. 


Richard M. Smith, Suffolk, 


June 6, 1933 (ap- 
Chairman 


inted chairman 


ay 21, 1941) 
Oliver Cope, Middlesex South May 21, 1941 
ohn Fallon, Worcester November 14, 1944 
ames P. O’Hare, Suffolk Taos 9, 1936 
Conrad Wesselhoeft, Suffolk une 2, 1937 


Heattu — Established 1912. 


Roy J. Ward, Worcester, Chairman May 22, 1944 
Elmer S. Bagnall, Essex North May 23, 1945 
Ernest M. Morris, Middlesex South May 22, 1944 


George L. Steele, Hampden May 23, 1945 
Conrad Wesselhoeft, Suffolk July 27, 1944 


Society HEaApQquarRTERs — Established 1942. 


Frank R. Ober, Suffolk, May 22, 1944 (ap- 
Chairman inted chairman 
ovember 1, 1944) 


November 6, 1944 
Charles G. Mixter, Suffolk 
- Daniel B. Reardon, Norfolk South ay 22, 1944 
Michael A. Tighe, Middlesex North May 24, 1943 


Albert A. Hornor, Suffolk 


Apvisory ComMMITTEE To CoMMITTEE ON INDUSTRIAL 
Heautu — Established 1942. 


Manfred Bowditch, Philip Drinker, Alton Pope. 


SpEcIAL CommITTEES FoR 1945-1946 


(E.ecrep By THE Executive CoMMITTEE OF THE CoUNCIL 
on May 23, 1945) 


ComMITTEE on CancER — Established 1917. 


George A. Moore, Plymouth, Chairman; Thomas J. 
Anglem, Suffolk; Ernest M. Daland, Suffolk; Allen 
G. Rice, Hampden; Channing C. Simmons, Suffolk. 


ComMITTEE on Councit Rutes — Established 1944. 


Charles E. Mongan, Middlesex South, Chairman; Elmer 
S. Bagnall, Essex North; Frank R. Ober, Suffolk; 
George Leonard Schadt, Hampden; Michael A. 
Tighe, Middlesex North. 


ComMITTEE ON MATERNAL WELFARE — Established 1941. 


Raymond S. Titus, Suffolk, Chairman; Thomas Almy, 

Bristol South; Edward P. Bagg, Hampden; James M. 

_ Baty, Middlesex South; Stewart H. Nfford. Middle- 

sex South; rata 3 E. Cole, Middlesex North; Robert 

L. DeNormandie, Suffolk; Arthur F. G. Edgelow, 

Hampden; Daniel J. Ellison, Middlesex North; 

Arthur M. Kimberly, Worcester; Benjamin Lambert, 

Middlesex North; Florence L. McKay, Suffolk; 

¢ Joseph C. Merriam, Middlesex South; Robert T. 

Moulton, Essex South; Joseph W. O'Connor, Wor- 

cester; Louis E. Phaneuf, Suffolk; Warren R. Sisson, 

Suffolk; Richard M. Smith, Suffolk; Richard J. 
Williams, Essex South. 


Mepicat Apvisory CommitreE to Reciona, OPA — 
Established 1943. 


Joseph Garland, Suffolk, Chairman; F. Gorham Brigham, 
Norfolk (interim appointment); Clifford L. Derick, 
Middlesex South; oaee Grimes, Essex South; 
Franklin W. White, Suffolk. 
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Mivitary Postcrapuate Commitree — Established 1942. 


W. Richard Ohler, Norfolk, Chairman; Chester S. Keefer, 
Suffolk; Gordon M. Morrison, Middlesex South; 
Frank R. Ober, Suffolk; Leroy E. Parkins, Suffolk; 
Samuel H. Proger, Norfolk. 


Puysicat Mepicine — Established 1945. 


Arthur L. Watkins, Middlesex South, Chairman; Ralph 
M. Chambers, Bristol North; Franklin P. Lowry, 
Middlesex South; Robert B. Osgood, Suffolk; Henry 
A. Tadgell, Hampshire. 


Committee on Postwar Pianninc — Established 1944. 


Howard F. Root, Suffolk, Chairman; Leroy E. Parkins, 
Suffolk, Arthur W. Allen, Suffolk; Edward 
P. Bagg, Hampden; Elmer S. Bagnall, Essex North 
(interim appointment); George Ballantyne, Wor- 
cester; Charles F. Branch, Suffolk; C. Sidney Burwell, 
Norfolk; Allan M. Butler, Suffolk; Nathaniel W. 
Faxon, Suffolk; Vlado A. Getting, Middlesex South; 
G. Philip Grabfield, Suffolk; Frederick S. Hopkins, 
Hampden; Chester M. Jones, Suffolk; Eugene M. 
Landis, Middlesex South; Leland S. McKittrick, 
Suffolk; bmg Howard Means, Suffolk; Robert N. 
Nye, Suffolk; Frank R. Ober, Suffolk; W. Richard 
Ohler, Norfolk; Walter G. Phippen, Essex South; 
Merrill C. Sosman, Suffolk; Michael A. Tighe, 
Middlesex North; Charles F. Wilinsky, Suffolk. 


SUBCOMMITTEES OF THE COMMITTEE ON Postwar 
PLANNING 
(The Chairman and Secretary of the Committee on Postwar 
Planning are members ex offciis of the subcommittees.) 
Co-orDINATING on Epucation — Established 1944. 


Charles F. Branch, Suffolk; Nathaniel W. Faxon, Suffolk; 
W. Richard Ohler, Norfolk. 


Hospitats — Established 1944. 


Arthur W. Allen, Suffolk; Nathaniel W. Faxon, Suffolk; 
ore W. Manary, Suffolk; Clifton T. Perkins, 
iddlesex East; Charles F. Wilinsky, Suffolk. 


Mepicat Economics — Established 1944. 


Leland S. McKittrick, Suffolk, Chairman; Allan M. 
Butler, Suffolk; Vlado A. Getting, Middlesex South; 
Merrill C. Sosman, Suffolk. 


Mepicat Scnoots — Established 1944. 


Charles F. Branch, Suffolk; C. Sidney Burwell, Norfolk; 
Walter G. Phippen, Essex South. 


OrGANIzATION — Established 1944. 


Edward P. Bags, George Ballantyne, Wor- 

cester; Frederick S. Hopkins, Hampden; Chester 

ones, Suffolk; James Howard Means, Suffolk; 

Frank R. Ober, Suffolk; Joseph W. O’Connor, Wor- 

cester; Francis J. Steele, Worcester; Michael A. 
Tighe, Middlesex North. 


PosTGRADUATE EpucaTion — Established 1944. 


W. Richard Ohler, Norfolk, Chairman; Vlado A. Getting, 
iddlesex South; G. Philip Grabfield, Suffolk; 
Edward G. Huber, Middlesex South; Lewis M. 
Hurxthal, Suffolk; Charles J. Kickham, Norfolk; 
Eugene M. Landis, Middlesex South; Charles G. 
Mixter, Suffolk; Robert N. Nye, Suffolk; Frank R. 
Ober, Suffolk; Joseph W. O’Connor, Worcester; 
somes H. Proger, Norfolk; Harry C. Solomon, 
uffolk. 
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SUBCOMMITTEES OF THE COMMITTEE ON PUBLIC 
RELATIONS 


LABOR AND Inpustry — Established 1945. 


Daniel B. Reardon, Norfolk South, Chairman; George 
J. Connor, Essex North; Daniel J. Ellison, Middle- 
sex North; John Fallon, . Worcester; Michael A. 
Tighe, Middlesex North. 

CommiTtTEE TO MEET wiTH THE Mepicat Apvisory Com- 
MITTEE OF THE INDUSTRIAL AccIDENT Boarp — 
Established 1942. 

Daniel J. Ellison, Middlesex North, Chairman; Gordon 
For ma Middlesex South; David D. Scannell, 
orfo 


PostpayMENT Mepicat Care — Established 1942. 


Daniel J. Ellison, Middlesex North, Chairman; Michael 
F. Barrett, Plymouth; James H. Brewster, Bristol 


North; James T. Brosnan, Worcester; Lucien R. 
Chaput, ssex North; Joseph D. Collins, Hampshire; 
Charles F. Fasce, Berkshire; Patrick E. Gear, 


Loring Grimes, Essex South; Francis 
T. Jantzen, Suffolk; Egon E. Kattwinkel, Middle- 
sex South; Howard M. Kemp, Franklin; William 
G. LeBrecht, Worcester North; Wilfred L. McKenzie, 
Middlesex East; Harold E. "Perry, Bristol South; 
Daniel B. Reardon, Norfolk South; Harold 
Rowley, Harwich Port; Norman A. Welch, Norfolk. 


Pus.ic Inrormation — Established 1945. 


John Fallon, Worcester, Chairman; Roger T. Doyle, 
Norfolk; Roy J. Heffernan, Norfolk; Howard F. 
Root, Suffolk; Richard M. Smith, Suffolk; Ralph 
R. Stratton, "Middlesex East; Michael A. Tighe, 
Middlesex North; Roy J. Ward, Worcester. 


Tax-Suprortep Mepicat Care — Established 1940. 
ohn J. Dumphy, Worcester, Chairman; Frederick S. 
0} kins, Hampden; Albert A. Hornor, Suffolk; 
William J. Pelletier, Franklin; Frank W. Snow, 
Essex North. 


ComMITTEE ON Postwar Loan Funp — Established 1945. 


Schadt, Hampden, Chairman; Eliot 

ub Jr., Middlesex South; Charles C. Lund, 
E. Parkhurst, Essex South; Michael 
A. Tighe, Middlesex North. 


CoMMITTEE ON REHABILITATION — Established 1941. 


Joseph H. Shortell, Suffolk, Sarrig Benjamin F. 
Andrews, Worcester; Ralph M. Chambers, Bristol 
North; William M. Collins, Middlesex North; 
John Fallon, Worcester; James J. Regan, Suffolk: 
Arthur L. Watkins, Middlesex South. 


Consiper Expert Testimony — Established 


Frank R. Ober, Suffolk, Chairman; Carl Bearse, Norfolk; 
William Brickley, Suffolk; David Cheever, Suffolk: 
Francis P. McCarthy, Norfolk. 


ComMITTEE TO MAKE RECOMMENDATIONS as TO FurTURE 
OF THE SHIELD — Established 


Leland S. McKittrick, Suffolk, a (Term expires 
May, 1949); Elliott P. Joslin, Suffolk (Term expires 
May, 1947); Peirce H. Leavitt, Plymouth (Term 
expires May, 1950); Donald Munro, Suffolk (Term 
aoe May, 1946); fee Gilbert Smith, Suffolk 

erm expires May, 1948). 


ComMITTEE TO MEET THE MASSACHUSETTS 
AssociaTion — Established 1940. 


Walter G. Phippen, Essex South, Chairman; Edward 
A. Adams, Worcester North; John Fallon, Wor- 
cester; Edwin D. Gardner, Bristol South; Frederic 
ey Hampden; Albert E. Parkhurst, Essex 
outh. 
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ComMITTEE TO Stupy PossiBLE Revision or By-Laws as 
THEY RELATE TO THE ELECTION oF FELLOWs — 
Established 1945. 


Charles J. Chairman; William A. R. 
hapin, "Bertram Gay, Worcester 
North; Peirce Leavitt, Plymouth; Donald Munro 
Suffolk; Daniel B. Reardon, Norfolk South; Michae 

A. Tighe, Middlesex North. 


War Participation ComMMITTEE — Established 1943. 


Guy L. Richardson, Essex North, Chairman; Carl Bearse, 
Norfolk; Harold G. Giddings, Middlesex South; 
Walter H. Pulsifer, Plymouth; Ralph R. Stratton, 
Middlesex East; Michael A. Tighe, iddlesex North. 


Twenty-Five Votinc MemsBers 1N Massacuusetts Hos- 
PITAL SERVICE, Inc. — Established 1939. 


Benjamin H. Alton, Worcester; php a M. Balboni, 
Suffolk; Laurence D. Cha pin, Hampden; Lucien R. 
Chaput, Essex North; Hilbert ay, Middlesex 
South; Augustus W. Dudley, Middlesex South; 

ohn "Fallon, Worcester; George K. Fenn, Essex - 
uth; Joseph E. Flynn, Middlesex South; Archi- 
bald R. Gardner, Middlesex North; Henry W. God- 
frey, Middlesex South; Albert A. Hornor, Suffolk; 
fom n H. Lambert, Middlesex North; Alexander A. 
vi, Middlesex South; Joseph C. Merriam, Middle- 
sex South; Donald Munro, uffolk; Albert E. Park- 
hurst, Essex South; Helen S. Pittman, Suffolk; 
Allen G. Rice, Ham mpden; Arthur T. Ronan, Norfolk; 
Frank W. Snow, ae North; George L. Steele, 
Hampden; Ralph R. Stratton, Middlesex East; 
Talbot, Worcester; Edward L. Young, 
orfolk. 


REPRESENTATIVES TO THE MASSACHUSETTS CENTRAL HEALTH 
CouncIiL. 


James W. Bunce, Berkshire; Merrill E. Champion (Suf- 
olk); rge D. Henderson, Hampden; William 
D. Kinney, Barnstable; Robert B. Osgood, Suffolk; 
Roy J. Ward, Worcester. 


REPRESENTATIVE to Mentat For Victory Or- 
GANIZATION. 
Abraham Myerson, Norfolk. 


REPRESENTATIVE TO THE HospitaL CouNnciL oF Boston 
FOR THE YEAR 1945. 


William E. Browne, Suffolk. 


REPRESENTATIVE TO THE MASSACHUSETTS COMMITTEE FOR 
uRSES PRocUREMENT AND ASSIGNMENT SERVICE. 


Dwight O’Hara, Middlesex South. 


REPRESENTATIVE TO THE LEGISLATIVE COMMITTEE OF THE 


SSACHUSETTS GENERAL HEALTH CoUNCIL. 
William E. Browne, Suffolk. 


REPRESENTATIVE FROM THE Massacuusetts MEDICAL 
Society To THE Massacuusetts Nursinc GounciL 
FOR War SERVICE. 


David D. Scannell, Norfolk. 


REPRESENTATIVE FROM THE Massacuusetrs 
Society To A PRoFEssioNAL ApvisorRY COMMITTEE 
TO BE ORGANIZED BY THE DIvISION OF VOCATIONAL 
REHABILITATION OF STATE DEPARTMENT OF Epvu- 
CATION FOR Purpose oF EsTABLISHING A PROGRAM 
on Puysicat RESTORATION. 


Joseph H. Shortell, Suffolk. 
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REPRESENTATIVES TO THE New ENGLAND Mepicat Councit. 


Dwight O’Hara, Middlesex South; Allen G. Rice, Hamp- 
den; Michael A Tighe, Middlesex North. 


DELEGATES AND (ee To THE House or DELEGATES 


OF THE AMERICAN Mepicat AssociATION, FOR 1945-1946. 
DELEGATES ALTERNATES 


June 1, 1944, to June 1, 1946 
David D. Scannell, Norfolk §ElmerS. Bagnall, Essex North 
Dwight O’Hara, Middlesex Ernest L. Hunt, Worcester 


outh 

Charles E. Mongan, Middle- Patrick E. Gear, Hampden 

sex Sout 
vee o Phippen, Essex John I. B. Vail, Barnstable 

ut 
June 1, 1945, to June 1, 1947 

Charles J. Kickham, Norfolk John Fallon, Worcester 
Leland S. McKittrick,Suffolk Patrick J. Sullivan, Berk- 


shire 


Councitors FOR 1945-1946 


(ELecTEpD BY tHe District Mepicat Societies THEIR 
Annvat Meetincs, Aprit 15 to May 15, 1 

The initials e- C. following the name of : councilor Rey ag that he is 
a member of the Executive Committee, and at he is an alter- 
nate member of the Executive Committee; M. N. ihe t he is a member 
of the Committee on Nominations an .N. that he is an alternate 
member of the Committee on Nominations; Leg. C. that he is a member 
of the Committee on Legislation; P. R. C. that he is a sent en of the Com- 
mittee on Public Relations; V. P. that a member | is a councilor by virtue 
of his office as president of a district society and so vice-president of the 
general society; C. by virtue of his office as chairman of a standing com- 
mittee; Sec. by virtue of his office as secretary of a district society and 
Ex-Pres. by virtue of being a past president. 


BARNSTABLE 


iN Kelly, Orleans, River Rd., V. P. 
M. Butterfield, Harwich, E. c. A. M.N. C. 
C. H. Keene, Chatham, Seaview St. 
J. G. Kelley, — Barnstable County Sanatorium, 
ec., 
W. D. Osterville, A. E. C., M. N. C., P. R. C. 
BERKSHIRE 
T. H. Nelligan, 384 North P. 
D. N. Beers, Pittsfield, 74 North St., 
I. S. F. Dodd, Pittsfield, 34 Fenn St., E. C. 
= 4 Fasce, Pittsfield, 311 North St., A. M.N.C. 
F. Kernan, Pittsfield, 184 North St., Leg. Cc. 
LF ‘McLaughlin, Adams, 25 Park St. 
lomon Schwager, Pittsfield, 246 North St. 
Helen M. Scoville, Pittsfield, House of Mere 
P. j. set Dalton, 471 Main St., A. E. 


Braisto, Nortu 


W. M. Stobbs, Attleboro, 63 Bank St., V. P. 
W. Mansfield, 70 North "Main St., E. C., 


.H. preven, Attleboro, 178 South Main St., P. R. C. 
. M. Chambers, Taunton, Taunton State "Hospital, 
A. E. C., Leg 
W. J. Morse, Attleboro, 34 Sanford St., Sec. 
J. L. Murphy, Taunton, 23 Cedar St., A. M. N. C. 
BrisToL SouTH 
J: C. Corrigan, Fall River, 422 North Main St., V. P. 
W. Blood, Fall River, 82 New Boston Rd., A. E. C. 
R. B. Butler, Fall River, 278 North Main St., ‘A. M.N. 
E. F. Cody, New Bedford, 105 South Sixth St., M.N. 
. E. Fell, Fall River, 441 Stanley St., Sec. 
A. Fournier, Fall River, 11 Choate St. 
. D. Gardner, New Bedford, 150 Cottage St., E. C. 
. M. Howes, New Bedford, "135 Cottage St. 
. E. Perry, New Bedford, 159 Cottage St. 
N. Tilden, Mattapoisett, Barstow St. 
C.C. Tripp, New Bedford, 416 County St. 
Henry Wardle, Fall River, 173 Purchase St. 


Essex Nortu 
4 i —_ Andover, 115 Main St., V. P. 


agnall, Groveland, 281 Main St., Ex-Pres. 
Be etel, Methuen, 7 Hampshire St. 


C. 
C. 


MASSACHUSETTS MEDICAL SOCIETY 


. J. Connor, Haverhill, 81 Merrimack St. 
lizabeth Councilman, Newburyport, 83 High St. 

.. A. Fenton, Lawrence, 36 Winthrop Ave. 
. H. Ganley, Methuen, 251 Broadway, Leg. C. 

. R. Kurth, Lawrence, 57 Jackson St., Sec., P. R. C. 
G. Miller, "Lawrence, 80 East Haverhill St. 
te Neil, Methuen, 255 Broadway 
. LL. 
. W. 
.F. 


Norris, Methuen, 247 Broadway, A. E. C., 


M 
Richardson, Haverhill, 94 Emerson “ty = N. C. 
Snow, Newburyport, 24 Essex St., 
Warren, Amesbury, 1 School St. 


Essex Soutn 


W. R. Irving, Gloucester, 35 Middle St., V. P. 
Bernard Appel, Lynn, 281 Ocean St., A. E. C. 
H. oyle, Middleton, Essex Sanatorium 
D. S. Clark, Salem, 2 Oliver $ St. 
C. L. Curtis, Salem, 10 Federal St. 
. R. E. Foss, Peabody, 125 Main St. : 
Loring Grimes, Swampscott, 84 Humphrey St., P. R. C. 
P. P. Johnson, Beverly, 1 Monument Sq., A. M. N. C. 
H. M. Lowd, Swampscott, 90 Burill St. ° 
. B. Mansfield, Ipswich, 4 Green St. 
Parkhurst, everly, Monument Sq. 
. S. Pettingill, Middleton, Essex Sanatorium 
. G. Phippen, Salem, 31 Chestnut St., Ex-Pres., FE. C. 
D. Reynolds, Danvers, 48 High St. 
. S. Rust, Gloucester, 48 Pleasant St. 
. L. Shipman, Lynn, 920 Western Ave., C. 
. D. Stebbins, Salem, 26 Chestnut St., Sec. 
. E. Tivnan, Salem, 70 Washington St., M.N.C. ‘ 
C.F. Twomey, East Lynn, 80 Ocean St. 
C. A. Worthen, Lynn, 19 Park St., Leg. C. 


FRANKLIN 
K. H. Rice, South Deerfield, 141 Main St., V. P. 
H. L. Craft, Ashfield, Sec. 
H. r Rome Greenfield, 42 Franklin St., A. M. 


N.C. 
,P.R.C. 
N.C. 


Greenfield, 31 Federal St., A. E. C. 
J. Pelletier, Turners Falls, 113 Ave. "A, E. C., M. 


HAMPDEN 
M. Longmeadow, Otlice Springfield, 20 Maple 


F. H. Allen, Holyoke, 16 Fairfield St. 
a P. Bagg, Holyoke, 207 Elm St., A. E. C. 
. M. Birnie, Springfield, 146 Chestnut St., Ex-Pres. 
. F. Byrnes, Springfield, 6 Chestnut St., A. M.N. C. 
W. A. . Chapin, St., E. C. 
le Chereskin, Springfield, 333 Bridge St. 
: aes Westfie d, 93 Elm St. 
Dubois, ngfield, 174 Buckingham St. 
. Gabler, e,.4 Bullard Ave. 
. Gear, Holyoke, 188 Chestnut St., P. R. C. 
eric Hagler, ee 20 Maple St. 
. Henderson, Holyoke, 176 Chestnut St. 
is Springfield, 146 Chestnut St. 


h rles Jurist, S ringfield, 70 Chestnut St. 
earson, Ware, 19 Pleasant St. 
. Rice, Springfield, 146 Chestnut St., M. N. C. 
. Riordan, Indian Orchard, 147 Oak St., Leg. C. 
. Schadt, Springfield, 44 Chestnut St., Ex-Pres. 
. Seaman, Longmeadow, Office Springfield, 20 Maple 


SOP 


> 
Pm Oe 


G. C. Steele, West Springfield, 39 a Church St., Sec. 
G. L. Steele, Springfield, 20 Maple St 


HAMPSHIRE 


A. N. Ball, Northampton, State Hospital, V. P., Leg. C. 
J. D. Collins. 187 Main St., E. C., 


M 
W. M. Dobson, Northampton, Veterans Administration 
Facility, A. E. C., P. R. C. 
L. B. Pond, Easthampton, 115 Main St., E. C. 
Mary P. Snook, Worthington, Sec. 
H. Belchertown, Belchertown State School, 


119 
|| 


120 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mippuzesex East 


. L. Anderson, Reading, 53 Woburn St., V. P. 
. M. Burgoyne, Winchester, 15 Washington St. 
Richard Dutton, Wakefield, 33 Avon St., A. E. C. 
E. M. Halligan, Readin 37 Salem St., E.C., A.M. N.C. 
D. L. Joyce, Woburn, 569 Main St. 
R W. Dayton, Melrose 76, 8 Porter St., Sec. 
M. J. Quinn, Winchester, 44 Church St., P. R. C. 
W. F. Regan, Winchester, 101 High St. 
R. R Seratton, Melrose 76, 538 Lynn Fells Parkway, 


N 
J. M. Wilcox, Woburn, 6 Bennett St., Leg. C. 


Nortu 


A. E. Shaw, Lowell, 386 Andover St., V. P. 
‘3,08 Cassidy, Lowell, 9 Central St., M.N.C. 
Coburn, Lowell, 202 Merrimack St. 

W. M. Collins, Lowell, 174 Central St., A. E. C., 
A. M.N. C. 

D. J. Ellison, Lowell, 8 Merrimack St., P. R. C. 

A. R. Gardner, Lowell, 16 Shattuck St., Lee C. 

. D. Leahey, Lowell, 9 Central St., S 


.o an, Lowell, ‘219 Central St., E. Cc 
ighe, Lowell, 9 Central St., Secretary 


MippLeEsex SouTH 


H. G. Giddings, Newton Centre, Office Boston 16, 270 
Commonwealth Ave., V. P., E. 
E. W. Barron, Malden 48, Office Boston, 20 Ash St. 
W. B. Bartlett, Concord, 28 Monument St. 
Harris Bass, Everett 49, 351 Broadway 
J. . Baty, Belmont, Office Brookline 46, 1101 Beacon 
t 


. D. Bennett, West Somerville 44, 72 College Ave. 

.H. Bigelow, Framingham, Hotel Kendall, Ex-Pres. 
W. O. Blanchard, Newton 58, 465 Centre St. 
G. oe Bowers, Newton Highlands 61, 156 Woodward 


t. 
Alice M. Broadhurst, Watertown 72, 259 Mt. Auburn St. 
Madelaine R. Brown, Cambridge, Office Boston 16, 264 
Beacon St. 
> of Brown, Malden 48, 621 Main St. 
W. Buck, "Waban, Office Boston 15, 5 Bay State Rd. 
Butler, Cambridge, 25 Garden St. 
peer Allston, Office Boston 15, 475 Commonwealth 


Cc, Ww ‘Clark, Newtonville 60, 363 Walnut St. 
Natick, 36 Pond St. 
Day, Cambridge, 34 Kirkland St. 
ron i Derick, Newton Highlands, Office Boston 15; 412 
Beacon St. 
J. G. Downing, Newton, Office Boston 15, 520 Common- 
wealth Ave 
C. W. eainer. West Somerville 44, 5 Pearson Rd. 
H. Q. Gallupe, Waltham 54, 751 Main St. ; 
F. W. Gay, Malden 48, 20 Park St. 
V. A. Getting, Belmont, Office Boston 8, 546 State House 
H. . Godfrey, Auburndale 66, 14 Hancock St. 
J. L. Golden, Medford 55, 86 Forest St. 
A. D. Guthrie, Medford 55, 408 Salem St. 
Eliot Hubbard, Jr., Cambridge, 29 Highland St., 
Treasurer 
A. M. Jackson, Everett 49, 512 Broadway, A. E. C. 
ouett, Cambridge, 1 Craigie St. 
_E. Kattwinkel, West Newton 65, 65 Sterling St. 
nan Newton, Office Boston 15, 481 Beacon St., 


A. 
Newton 58, 313 Washington St. 
. N. Makechnie, Cambridge, 14 Upland St. 
P. H. Means, Cambridge, 1 Waterhouse St. 
. C. Merriam, Framingham, 198 Union Ave., A. M. N.C. 
udley Merrill, Cambridge, 51 Brattle St. 
ongan, "Somerville 43, 24 Central St., Ex-Pres. 
G. M. Morrison, Waban, Office Boston 15, 520 Common- 
wealth Ave., 
P. Cambridee, 2336 Massachusetts Ave. 
J. O’Brien, Jr., Newton, Office Boston 16, 270 Com- 
monwealth Ave. ., Leg. C. 
Dwight O’Hara, Waltham, Office Boston 15, 416 Hunt- 
ington Ave., President-Elect, M. N. rom Cc. 
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her Packard, Belmont, Office Boston, Soldiers’ Field 

Paul, Newton Centre, Office Boston 16, 270 Com- 
monwealth 

T. E. Reilly, hdsdberd, 6 Newton St. 

S. H. Remick, Waltham 54, 735 Trapelo Rd. 


- Max Ritvo, Newton, Office Boston 15, 485 Common- 


wealth Ave. 
E. H. Robbins, Somerville 43, 334 Broadway 
M. J. Schlesinger, Newton, Office Boston 1s, 330 Brook- 
line Ave. 
E. W. Small, Belmont 78, 68 Leonard St. 
H. P. Stevens, Cambridge, 1 Craigie St. 
K. J. Tillotson, Waverley 79, McLean Hospital 
A. B. Toppan, Watertown 72, 289 Mt. Auburn St. 
. E. Vance, Natick, Office Boston 15, 29 Bay State Rd. 
resenius Van Niiys, Weston 93, 338 Boston Post Rd. 
C. F. Walcott, Cambridge, 81 Sparks St. 
A. L. Watkins, Arlington, Office Boston 14, Massa- 
chusetts General Hospital 
B. M. Wein, Newton, Office Boston 15, 471 Common- 
wealth Ave. 
B. S. Wood, Weston, Office Waltham 54, 751 Main St. 
Alfred Worcester, Waltham 54, 314 Bacon St., Fx-Pres. 
Hovhannes Zovickian, Watertown 72, 528 Mt. Auburn St. 


NorFoL_k 


D. S. Luce, Canton, 553 Washington St., V. P 
C. E. Allard, Dorchester, 428 Columbia Rd., A. M.N.C. 
B. E. Barton, West Roxbury 32, 10 Richwood St., ‘Sec. 
Carl Bearse, Boston 15, 48 Beacon St. 
Arthur Berk, Brookline, Office Boston 16, 270 Com- 
Ave. 
I. Berman, Dorchester, 1071A Blue Hill Ave. 
i H. Cauley, Dorchester, 8 Carruth St. 
J. Collins, Norwood, 100 Day St. 
William Dameshek, Brookline. Office Boston 15, 113 
State Rd. 
G. oherty, West Snes Office Boston 15, 466 . 
Commonwealth 
Albert Ehrenfried, Brookline, Office Boston 15, 520 
Beacon St., M. N. C. 
Roslindale 31, 4258 Washington St. 
Emmons, Needham, Office Boston 15, 354 Com- 
monwealth Ave. 
Susannah Friedman, Roxbury, Office Boston 15, 485 
Commonwealth Ave. 
B. A. rae i Jamaica Plain, Office Boston 15, 483 
Beacon S 
B. Hall, Ronbury 19, 108 Dudley St. 
B. Harris, East Milton, Office Dorchester, 487 Co- 
lumbia 
R. J. Heffernan, Jamaica Platn, Office Brookline 46, 
1101 Beacon St., C. 
P. — Milton, Office South Boston 27, 509 
roa 
I. R. Jankeleon, Jamaica Plain, Office Boston AS, 483 
eaco 
C. J. Kickham, Brookline, Office Boston 15, 524 Com- 
monwealth Ave., E. C. 
C. J. E. Kickham, Jamaica Plain, Office Brookline 46, 
1101 Beacon St. 
H. M. Landesman, Roxbury, Office Boston, 429 Marl- 
borough St. 
C. M. Lydon, Dorchester, 276 Bowdoin St. 
D. L. Lynch, Roslindale, Office Boston, 245 State St. 
F. P. McCarthy, es Office Boston 15, 371 Com- 
monwealth 
H. L. McCarthy, ‘West Roxbury, Office Boston 15, 479 
Beacon St., Leg. C. 
R. T. Monroe, Brookline, Office Boston 16, 270 Com- 
monwealth Ave., 
F. J. Moran, Dedham, 395 Washin ton St. ~ 
Hyman Morrison, Roxbury, Office “Boston 15, 483 
Beacon St. 
D. J. Mullane, Jamaica Plain 30, 776 Centre St. 
Abraham Myerson, Brookline, Office Boston 15, 475 
Commonwealth Ave. 
{J O’Connell, Dorchester, 1061 Dorchester Ave. 
R, Rosny dab Jamaica Plain, Office Boston 15, 319 Long- 


G. W. Papen, Brookline, Office Boston, 31 Milk St. 
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H. C. Petterson, West Roxbury, Office Boston 15, 29 
Bay State Rd. 
Frederick Reis, Jamaica Plain, Office Boston 15, 416 
untington Ave. 
S. A. Robins, Roxbury, Office Boston 15, 636 Beacon St. 
D. D. Scannell, Jamaica Plain, Office "Boston 15, 475 
Commonwealth Ave. 
. A. Seth, Milton, Office Boston 15, 47 Bay State Rd. 
A. Sieracki, Norwood, 71 Winter St. 
Kathleyne S. Snow, Jamaica Plain, Office Boston 15, 
Commonwealth Ave. 


466 
S. L. Skvirsky, Chestnut Hill, Office Boston, 336 State 


ouse 

J. W. Spellman, Chestnut Hill, Office Brookline 46, 
Beacon St. 

M. H. Spellman, _—— Plain, Office Boston 15, 475 
Commonwealth 


J. P. Treanor, Jr., Samaies Plain, Office Brookline 46, 

1101 Beacon St. 

W. J. Walton, Dorchester, 106 Bowdoin St. 

, 5. H. Weiner, Roxbury, Office Boston 15, 524 Common- 
wealth ve. 

N. A. Welch, West Roxbury, Office Boston 15, 520 

Commonwealth Ave., a Assistant Treasurer 

Louis Wolff, Brookline, ‘Office. Boston 16, 270 Com 

monwealth Ave. 


NorFo.k SouTH 


F. W. Crawford, Holbrook, 98 North Franklin St., V. P. 

C. §. Adams, Wollaston 70, 62 Brooks St. 

F. A. Bartlett, Wollaston 70, 308 Beale St. 

D. L. Belding, Hingham, ‘Office Boston 18, 80 East 

Concord . 

Harry 69, 43 School St. 

ig ag Hinchliffe, Cohasset, 117 South Main St. 

K. Jenkins, South Braintree 85, Norfolk County 

Hospital, Sec 

. E. Knowlton, Salniy 69, 579 Hancock St., A. M. N. C. 
R. Pillsbury, Norfolk County 
a ital, A. E. C., 


Reardon, Tee Hancock St., E. C., 


PLYMOUTH 


P. B. Kelly, Plymouth, 63 Court St., V. P. 

C. H. King, Duxbury, ‘Cedar St. 

P. H. Leavitt, Brockton, 129 West Elm St., E. C. 

C.D. McCann, Brockton, 12 Cottage St., P.R.C. 

R. C. McLeod, Brockton, Goddard Hospital, Sec. 

J. J. McNamara, Brockton, 231 Main St., F% oe 

C. A. Moore, Brockton, 167 Newbury St., A N.C. 
B. H. Peirce, South Hanson, Plymouth County Hospital, 


M. N. 
E. L. Perry, Middleboro, 39 Oak St. 
W. H. Pulsifer, Whitman, 26 Park Ave. 


SuFFOLK 


Donald Munro, Boston 18, 818 Harrison vig V. P. 
A. W. Allen, Boston 16, 266 Beacon St., C. 
WH Bartol, Boston, i Chestnut St., Ex-Pres. 
H. Blanchard, Chelsea 50, Soldiers’ Home 
se Brickley, Boston 15, 524 Commonwealth Ave. | 
Browne, Boston 15, "587 Beacon St., Leg. C. 
M. Boston 14, Massachusetts General Hospital 


A. ee Campbell, Boston 15, 520 Commonwealth Ave., 
David Cheever, Boston 16, 193 Marlborough St. 
Pasquale Costanza, East Boston 28, 238 Maverick St. 


N. W. Faxon, Boston 14, Massachusetts General Hospital 
Jacob Fine, Boston 15, 330 Brookline Ave. 

eginald Fitz, Boston 15, 319 Longwood Ave., President 
Somers Fraser, Boston 15, 395 Commonwealth Ave 
Maurice Fremont-Smith, Boston 15, 12 Hereford. St. 
aaa Frothingham, Boston, Office Jamaica Plain 
: 0, 1153 Centre St., Ex-Pres. 

seek Garland, Boston 16, 266 Beacon St. 

. Goodale, "Boston 16, "330 Dartmouth St., Sec. 

F.C. Hall, Boston 15, 372 Marlborough St., C. 
John Homans, Boston 16, 311 Beacon St. 
A. Boston 15, "319 Longwood Ave., M.N.C., 
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- Hurxthal, Boston 15, 605 Commonwealth Ave. 
. Keefer, Boston 18, 65 East Newton St. 
Winthrop 52, 200 Pleasant St. 
. Lee, B oston 16, 264 Beacon St., Ex-Pres. 
Lund, Boston 15, 319 Longwood Ave. 
. Meltzer, Boston 15, 20 Charlesgate West 
J Mixter, Boston 15, 319 Longwood Ave., Vice- 
President 
. Musgrave, Revere 51, 622 Beach St. 
. Newton, Boston 15, 319 Longwood Ave., C. 
. Nye, Boston 15, 8 "Fenwa 
. Ober, Boston 16, 234 Marlborou h St., Ex-Pres. 
. O’Brien, Boston 15, 465 B Se. 
. O'Hare, Boston 15, 520 Commonwealth Ave. 
. Parkins, Boston 15, 12 Bay State Rd. 
_E. Phaneuf, Boston 16, 270 Commonwealth Ave. 
lelen S. Pittman, Boston 16, 264 Beacon St. 
. Pratt, Boston 11, 30 Bennet St. 

__H. Robey, Boston 16, 202 Commonwealth Ave., 

Ex-Pres. 
. F. Root, Boston 15, 81 Bay State Rd., A. : Cc. 
. M. Smith, Boston 16, 330 Dartmouth St., 

Sosman, Boston 15, 721 Huntington 

, Timmins, South Boston 27, 527 Broadway 

. Todd, Boston 15, 587 Beacon St. 

. Vose, Boston 15, 29 Bay State Rd. 

Conrad Wesselhoeft, Boston, 315 Marlborough St., 


A. M. N. C. 
C. F. Wilinsky, Boston 15, 330 Brookline Ave. 


WorcESTER 


C. R. Abbott, Clinton, 60 Walnut St., V. P. 
B. H. Alton, Worcester, 27 Elm St. 
B. F. Andrews, Worcester, 36 Pleasant St. 
A. W. Atwood, Worcester, 390 Main St. 
George Ballantyne, Worcester, 27 Elm St. 
Gordon Berry, Worcester, 36 Pleasant St. 
F. P. Bousquet, Worcester, 390 Main St. 
ey Bowers, Clinton, 264 Chestnut St., Ex-Pres. 
. Crane, Holden, Armington Lane 
. Dumphy, Worcester, 390 Main St., A. E. C. 
. Elliott, Worcester, 119 Belmont St. 
. Fallon, Worcester, 390 Main St., P. R. C. 
. Felton, Worcester, 36 Pleasant St., Leg. C. 
. Gallagher, Milford, 224 Main St. 
. Leland, Worcester, 36 Pleasant St., Sec. 
. Lynch, Worcester, 390 Main St., 'M. N.C. 
. McCann, Worcester, 390 Main St. 
. O'Connell, Worcester, 390 Main St. 
. Paine, North Grafton, Grafton State 
. Perkins, Worcester, 10 Hackfeld Rd., 
. Stansfield, Worcester, 36 Pleasant St. 
. Story, Southbridge, 17 Maple St. 
. Sullivan, Webster, 18 Negus St. 
. Ward, Worcester, 9 Bellevue St., C. 
. Watkins, Worcester, 332 Main St. 
. Wheeler, Worcester, 27 Elm St., E. C. 
. Woodward, Worcester, 58 Pearl. St., Ex-Pres. 


Worcester Norta 


R. F. Bachmann, Fitchburg, 910 Main St., V. P. 
H. C. Arey, Gardner, 66 Parker St. 


D. B. Cheetham, Athol, 164 Exchange St., Leg. C. 
C. B. Gay, Fitchburg, 62 Day St., E. C. 
G. Fitchburg, 62 Day St., A. M. N. C., 
1% . McHugh, Leominster, 100 Main St., P. R. C. 
G. Simmons, Fitchburg, 30 Myrtle Ave., Sec. 
Censors For 1945-1946 
BARNSTABLE 


W. D. Kinney, Osterville, superoisor. 
F. Curry, Sagamore. 

C. E. Harris, Hyannis. 
B. Vail, Hyannis. 

H. Hiebert, Provincetown. 
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BERKSHIRE 


P. J. Sullivan, Dalton, supervisor. 
I. S. F. Dodd, Pittsfield. 

A. C. England, Pittsfield. 

M. M. Brown, North Adams. 

W. T. Frawley, Pittsfield. 


Bristo, 


W. H. Allen, Mansfield, supervisor. 
J. L. Murphy, Taunton. 

A. J. Leddy, Taunton. 

L. E. Butler, Taunton. 

J. H. Brewster, Attleboro. 


Bristo. SoutH 


Henry Wardle, Fall River, supervisor. 
E. A. McCarthy, Fall River. o4 

F. M. Howes, New Bedford. ‘9 

W. F. MacKnight, Fall River. 

C. C. Persons, New Bedford. 


Essex Norts 


R. V. Baketel, Methuen, supervisor. 
L. C. Peirce, Newburyport. 

P. W. Blake, Andover. 

C. H. Birdsall, Haverhill. 

C. R. Hines, Amesbury. 


Essex Soutu 


A. E. Parkhurst, Beverly, supervisor. 
. C. Adams, Salem. 
. A. Harpin, Lynn. 

I. B. Hull, Gloucester. 

W. C. Inman, Danvers. 


. E. Moran, Greenfield, supervisor. 
. N. Freeman, Greenfield. 

H. R. Mahar, Orange. 

F. W. Dean, Northfield. 

C. R. Vinal, Turners Falls. 


HAMPDEN 


Frederic Hagler, Springfield, supervisor. 
A. F. G. Edg 


gelow, Springfie 
J. M. Gilchrist, Springfield. 
G. D. Henderson, Holyoke. 
John Pallo, Westfield. 


HAMPSHIRE 


L. B. Pond, Easthampton, supervisor. 
M. E. Cooney, Northampton. 

T. F. Corriden, Northampton. 

J. E. Hayes, Northampton. 

C. H. Wheeler, Haydenville. 


Mipp.esex Easr 


M. J. Quinn, Winchester, supervisor. 
" J. H. Fay, Melrose. 

C. E. Montague, Wakefield. 

S. H. Mosés, Winchester. 

C. R. Baisley, Reading. : 


Mipp.esex 


W. F. Ryan, Lowell, supervisor. 
F. R. Brady, Lowell. 

R. C. Stewart, Lowell. 

H. L. Leland, Lowell. 


J. D. Sweeney, Lowell. 


Mipp.Lesex SoutH 


H. Q. Gallupe, Waltham, supervisor. 
A. H. Makechnie, Cambridge. 

H. W. Thayer, Newtonville. 

E. H. Robbins, Somerville. 

J. E. Dodd, Framingham. 


NorFo.k 


Hyman Morrison, Roxbury, supervisor. 
C. J. Kickham, Brookline. 

C. E. Allard, Dorchester. 

H. Allan Novack, Brookline. 
Kathleyne S. Snow, Jamaica Plain. 


NorFo.k SoutH 


C. §. Adams, Wollaston, supervisor. 
R. O. Gilmore, Quincy. 

R, F. Ross, South Braintree. 

R. R. Ryan, South Weymouth. 

W. L. Sargent, Quincy. 


PLyMouTH 


E. L. Perry, Middleboro, supervisor. 
D. W. Pope, Brockton. 

. H. Dunn, Rockland. 

. A. Pettey, Brockton. 

. E. Swenson, Plymouth. 


SuFFOLK 


. H. Pratt, Boston, supervisor. 
. T. Hutchins, Boston. 
-A. J. A. Campbell, Boston. 
W. E. Browne, Boston. 
E. F. Timmins, South Boston. 


WorCESTER 


B. C. Wheeler, Worcester, supervisor. 
H. K. Spangler, Worcester. 

George Ballantyne, Worcester. 

E. J. Crane, Holden. 

W. E. Murphy, Worcester. 


WorceEstTeER NortTu 


C. B. Gay, Fitchburg, supervisor. 
F. J. Djerf, Fitchburg. 

. W. Mason, Ashburnham. 

. B. Hopkins, Ayer. 
W. E. Currier, Leominster. 


VicE-PRESIDENTS OF THE MASSACHUSETTS 
Mepicat Society (Ex-Officits) 
FoR 1945-1946 


Presipents oF District Mepicat Societies 


(Arranged according to seniority of fellowship 
in the Massachusetts Medical Society) 


Mipp.esex Nortu — Adam E. Shaw, Lowell. 
NorFo.k — Dean S. Luce, Canton. 

MippLEesex Soutu — Harold G. Giddings, Newton Centre. 
NorFo.k Soutu — Frank W. Crawford, Holbrook. 
HampsuireE — Arthur N. Ball, Northampton. 
Worcester — Charles R. Abbott, Clinton. 
Essex Nortu — Percy J. Look, Andover. 
Surrotk — Donald Munro, Boston. 

HamppENn — Merrill F. Hosmer, Longmeadow. 
FRANKLIN — Kenneth H. Rice, South Deerfield. 
BERKSHIRE — Thomas H. Nelligan, Pittsfield. 
Essex Soutn — William R. Irving, Gloucester. 
Bristot Nortx — William M. Stobbs, Attleboro. 
Mipp.eEsEx East — Justin L. Anderson, Reading. 
Worcester Nortu — Rudolf F. Bachmann, Fitchburg. 
Bristot SoutH — John C. Corrigan, Fall River. 
Piymoutu — P. Brooks Kelly, Plymouth. 
BARNSTABLE — Joseph N. Kelly, Orleans. 


CoMMISSIONERS OF TRIAL FoR 1945-1946 


BarnstaB_e — F. O. Cass, Provincetown. 
BerxsuHirE — J. B. Thomes, Pittsfield. 

Bristo. Nortu W. Cook, Mansfield. 
Bristo.t Soutn — A. C. Lewis, Fall River. 
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Essex Nortn — F. W. Anthony, Haverhill. 
Essex Soutn — O. C. Blair, Lynn. 

FRANKLIN — K..W. D. Jacobus, Turners Falls. 
HamppEn — F. K. Dutton, Springfield. 
HampsuirE — W. M. Dobson, Northampton. 
Mipp.esex East — I. W. Richardson, Wakefield. 
Mipp.esex NortuH F. Boyle, Lowell. 
Mipp.esex Soutn — H. P. Stevens, Cambridge. 
Norro.ik — W. J. Walton, Dorchester. 

NorFo_k Soutu — F. A. Bartlett, Wollaston. 
Prymoutu — J. A. Carriuolo, Brockton. 
SUFFOLK — J. R. Torbert, Boston. 

W oRCESTER — W. P. Bowers, Clinton. 
WorcestEeR Nortn — A. P. Lachance, Gardner. 


OFFICERS OF THE SECTIONS FOR 1946 
ELECTED BY THE SECTIONS 


SEcTION oF MEDICINE 


Chairman, Albert A. Hornor, Boston; vice-chairman, 
spar J. Ellison, Lowell; secretary, Francis C. Hall, 
oston. 


SECTION OF SURGERY 


Chairman, Charles F. Twomey, East Lynn; secretary, 
Alexander J. A. Campbell, Boston. 

Executive Committee — Stanley J. G. Nowak, Belmont 
and Boston (1 year); Edward L. Young, Jr., Brook- 
line and Boston (2 years); E. Parker Hayden, Brook- 
line and Boston (3 years). 


SECTION OF PEDIATRICS 


Chairman, Floyd R. Smith, Pittsfield; secretary, Gerald 
N. Hoeffel, Cambridge. . 

Executive Committee — Chairman, Philip H. Sylvester, 
Boston; James Marvin Baty, Belmont and Brook- 
line; Leroy T. Stokes, Haverhill. 


Section oF OssTETRICS AND GYNECOLOGY 

Chairman, Arthur F. G. Edgelow, Springfield; vice- 
chairman, William J. McDonald, Boston; secretary, 
George Van S. Smith, Brookline. 

SEcTION oF RaDIOLOGY 

Chairman, George Levene, Chestnut Hill and Boston; 
secretary, Edward B. D. Neuhauser, Cambridge 
and Boston. 

SECTION OF PHysIOTHERAPY 
Chairman, Arthur L. Watkins, Arlington and Boston; 
secretary, Howard Moore, Newton and Boston. 

Section or DERMATOLOGY AND SYPHILOLOGY 

Chairman, Bernard Appel, Lynn; secretary, Fenner A. 
Chace, Fall River. 

SecTION oF ANESTHESIOLOGY 


Chairman, Sidney C. Wi 
secretary, Leo V. 
Boston. 


in, Waban and Jamaica Plain; 
and, Newton Highlands and 


OFFICERS OF THE District MEpDIcAL SOocIETIES 
FOR 1945-1946 


‘BARNSTABLE — President, Joseph N. Kelly, Orleans; vice- 
he a Harold F. Rowley, Harwich Port; secretary, Julius 

elley, Pocasset; treasurer, Frank Travers, Barnstable; 
librarian, Carrol H. Keene, Chatham; executive councilor 
Paul M. Butterfield, Harwich; legislative councilor, Julius G. 
Kelley, Pocasset; public-relations councilor, William D. 
Kinney, Osterville. 
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_Berxsuire — President, Thomas H. Nelligan, Pittsfield; 
vice-president, N. Newall Copeland, Pittsfield; secretary, 
Daniel N. Beers, Pittsfield; treasurer, Theodore Jones, 
Pittsfield; executive councilor, Isaac S. F. Dodd, Pittsfield; 
legislative councilor, Clement F. Kernan, Pittsfield; public- 
relations councilor, Patrick J. Sullivan, Dalton. 


Bristot Nortu — President, William M. Stobbs, Attle- 
boro; vice-president, Joseph V. Chatigny, Taunton; secretary, 
William J. Morse, Attleboro; treasurer, Charles oye, 

aunton; executive councilor, William H. Allen, Mansfield; 
legislative councilor, Ralp . Chambers, Taunton; public- 
relations councilor, James H. Brewster, Attleboro. 


Bristo. Soutu — President, John C. Corrigan, Fall River; 
vice-president, S. ory Wilde, New Bedford; ae and 
treasurer, James E. Fell, Fall River; executive councilor, Edwin 


D. Gardner, New Bedford. 


Essex Nortu — President, Percy J. Look, Andover; vice- 
por Guy L. Richardson, Haverhill; secretary, Harold 
Kurth, Methuen; treasurer, Lawrence Murphy, New- 
buryport; executive councilor, Frank W. Snow, Newburyport; 
legislative councilor, Edward H. Ganley, Methuen; public- 
relations councilor, Harold R. Kurth, Methuen. 


Essex Sout — President, William R. Irving, Gloucester; 
vice-president, am W. Trask, Lynn; secretary, Henry D. 
Stebbins, Marblehead; treasurer, Charles F. Deering, Dan- 
vers; executive councilor, Walter G. Phippen, Salem; legis- 
lative councilor, Charles A. Worthen, Lynn; public-relations ° 
councilor, Loring Grimes, Lynn. 


FRANKLIN — President, Kenneth H. 
field; vice-president, John B. Temple, Shelburne Falls; secre- 
tary and treasurer, Harry L. Craft, Ashfield; executive coun- 
cilor, William J. Pelletier, Turners Falls; legislative councilor, 
Howard M. Kemp, Greenfield; public-relations councilor, 
John E. Moran, Greenfield. 


HamppEen — President, Merrill F. Hosmer, Springfield; 
vice-president, Patrick E. Gear, —— secretary and 
treasurer, George C. Steele, West Springfield; executive 
councilor, William Chapin, Springfield; Jegislative 
councilor, Arthur Riordan, Indian Orchard; public-relations 
councilor, Patrick E. Gear, Holyoke. 


Rice, South Deer- 


HampsHireE — President, Arthur N. Ball, Northampton; 
vice-president, Elmer H. Copeland, Northampton; secretary 
and treasurer, Mary P. Snook, Worthington; /tbrartan, Abbie 
M. O’Keefe, Northampton; executive councilor, Joseph D. 
Collins, Northampton; Jegislative councilor,.Arthur N. Ball, 
Northampton; pabhicrslatiens councilor, William M. Dobson, 
Northampton. 


Mippiesex East — President, Justin L. Anderson, Read- 
ing; gy yom Walter H. Flanders, Melrose; secretary, 
Roy W. Layton, Melrose; treasurer, Albert E. Small, Mel- 
rose; executive councilor, Edward M. Halligan, Reading; 
legislative councilor, John M. Wilcox, Woburn; public-relations 
councilor, Milton J. Quinn, Winchester. 


Mipp.esex Nortu — President, Adam E. Shaw, Lowell; 
William F. Ryan, Lowell; secretary, Brendan 
D. Leahey, Lowell; treasurer, Mason D. Bryant, Lowell; 
executive councilor, William F. Ryan, Lowell; legislative 
councilor, Archibald R. Gardner, Lowell; public-relations 
councilor, Daniel J. Ellison, Lowell. 


Mipp.esex Soutu — President, Harold G. Giddings, 
Newton Centre; vice-president, John F. Casey, Allston; 
secretary, Alexander Levi, Newton Centre; treasurer, 
Fabyan Packard, Belmont; orator, Robert E. Gross, Framing- 
ham; executive councilor, Harold G. Giddings, Newton 
Centre; legislative councilor, Edward J. O’Brien, Jr., Brighton; 
public-relations councilor, Gordon M. Morrison, Waban. 


Norro_k — President, Dean §. Luce, Canton; odice- 
resident, John H. Cauley, Dorchester; secretary, Basil 
arton, West Roxbury; treasurer, Frederick Reis, Jamaica 
Plain; executive councilor, Charles J. Kickham, Brookline; 
legislative councilor, Humphrey L. McCarthy, West Rox- 
bury; public-relations councilor, Norman A. Welch, West 
Roxbury. 
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Norro.tk Soutu — President, Frank W. Crawford, Hol- 
brook; vice-president, David L. Belding, Hingham; secre- 
tary, Ebenezer K. Jenkins, Braintree; treasurer, Francis G. 
King, Quincy; executive councilor, Daniel B. Reardon, Quincy; 
legislative councilor, David L.* Belding, Hingham; ‘public- 
relations councilor, Nahum R. Pillsbury, Braintree. 


Piymoutn — President, Paul B. Kelly, Plymouth; ovice- 

esident, Walter H. Pulsifer, Whitman; secretary, Ralph C. 

cLeod, Brockton; treasurer, Rudolph A. Kruger, Brock- 
ton; executive councilor, Peirce H. Leavitt, Brockton; legis- 
lative councilor, John J. McNamara, Brockton; public- 
relations councilor, Charles D. McCann, Brockton. 


— President, Donald Munro, Boston;  ovice- 
esident, Charles C. Lund, Boston; secretary, Robert L 
ale, Boston; treasurer, Richard S. Eustis, Boston; 
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executive councilor, Alexander J. A. Campbell, Boston; legis- 
lative councilor, William E. Browne, Boston; public-relations 
councilor, Albert A. Hornor, Boston. z 

Worcester — President, Charles R. Abbott, Clinton; 
vice-president, Lester M. Felton, Worcester; secretary, Leslie 

. Leland, Worcester; treasurer, Edward P. Disbrow, Worces- 
ter; executive councilor, Bancroft C. Wheeler, Worcester; 
legislative councilor, Lester M. Felton, Worcester; pudlic- 
relations councilor, John Fallon, Worcester. 


Worcester Nortua — President, Rudolph F. Bachmann, 
Fitchburg; vice-president, Francis A. Reynolds, Athol; 
secretary, James G. Simmons, Fitchburg; treasurer, Frederick 
H. Thompson, Jr., Fitchburg; executive councilor, C. Bertram 
Gay, Fitchburg; legislative councilor, Donald B. Cheetham, 
Athol; public-relations councilor, James V. McHugh, 
Leominster. 


ADMISSIONS Ruconptn FROM May 23, 1944, to May 23, 1945 


YEAR OF NAME AND MEDICAL SCHOOL 
ADMISSION RESIDENCE 

1944 Anderson, Ruth Messer, West Roxbury ........... Boston University 

1944 “*Asiaf, Bolis George, Middlesex 

1945 Avery, Jean Copeland, Framingham............... Boston University 

1944 Bagnall, Richard Salmon, Groveland .............. Harvard 

1944 Bandeian, Alice Mardros Kechijian, Westwood ..... Boston University 

1945 Beckman, William Woods, Cambridge ............. arvard 

1944 Berenberg, William, Brookline ................... Boston University 

1945 Bir® Kenneth Thomas, Waltham ................ arvard 

1944 *Bloomenthal, Herbert Myer, Allston............... Middlesex 

1945 Bloomfield, Richard Adolph, Boston............... Harvard 

1945 Boehme, Earl James, Chestnut Hill................ University of Minnesota 
1944 *Bowman, Rose Marie, North Adams .............. iddlesex 


1944. *Bowman, William Elderdice, North Adams......... 
1944 Bradley, Stanley Edward, Boston................. 


io Branca, Alfred William, Dorchester 


9 Bromwell, Chester Edward, Boston................ 
19 *tBrown, Sylvan George, Concord, N. H. ........... 
1945 Bushueff, Boris Paul, Waltham ................... 
1944 Cataldo, Robert Joseph, Waltham................. 
1944 Cherry, Harriet Elisabeth, Springfield ............. 
1944 Chiampa, Francis Paul, Boston................... 
1945 *Colby, Fred Bennett, Fitchburg................... 
1945 Cotton, Bert Hollis, Newton Centre............... 
1944 Crimmings, Francis John, Lovell Gen. Hosp. ....... 
1945 Cyr, Donat Paul, Newton Centre ................. 
1944 *Daiute, Eleanor Doris, South Braintree ........... 
1944 Davidson, Charles Sprecher, Boston ............. 
1944 *Dorne, Raymond M., 
1944 Dutra, Frank Robert, Boston..................... 
1945 *Edelman, Waldo George Albert, Agawam .......... 
1945 *Eidam, Carl Louis, Lawrence 
1944 *Farley, Edward John, Stoughton.................. 
1944 Favour, Cutting Broad, Boston .................. 
1944 Ferrebee, Joseph Wiley, Boston .................. 
1944 Fitzgerald, Patrick James, Boston................. 
1943 Gigger, Augustus George, Woods Hole ............ 
1944 *Goldberg, ernard, Allston 
1944 Goodof, Irving Israel, Newtonville ................ 
1945 Gorman, John Joseph, Fall River ................. 
1944 *Grant, Maurice David, North Attleboro ........... 
1945  *Greenfield, Harold Beryl, Winthrop ............... 

945 Grice, David Stephen, 
1945 Hays, Robert Augustine, Waltham ............... 
1944 Hendrick, Ives, Belmont ..................20005- 
1945 Heusner, Albert Price, Boston ..................4: 
1944 *Higgins, Clarence Bertrand, Milton ............... 
1944 Hoffman, Howard Allen, Brookline ............... 
1945 Howes, Hermon E., South Chatham............... 
1944 Illingworth, Myles Henry, Boston................. 
1944 ames, Harriet Dorothy, Brookline ............... 
1944 ones, Stewart Hayner, Brookline ................ 
1944 oslin, Eric F., West Stockbridge ................ 


of 
tAdmitted to non-resident fellowship. 


. College of Physicians and Surgeons, Boston 


. Tufts 


. Albany Medical 


*The candidate after a personal interview, was approved by the Committeeon Membership and permitted to take an examination before a board 
censors. 


Middlesex 
University of Maryland 
Tufts 
Boston Universit 


University of Lausanne 
University of Oklahoma 


Georgetown University 
Middlesex 
McGill University 
Kansas City University of Physicians and Surgeons 
Middlesex 
Northwestern University 
College of Physicians and Surgeons, Boston 
Royal College of Physicians and Surgeons, Edinburgh, Scotland 
Middlesex 
Hopkins 

arvar 
Tufts 
Boston University 
Friedrich-Wilhelms University 
Boston University 
College of Physicians and Surgeons, Baltimore 
Middlesex 
College of Physicians and Surgeons, Boston 
University of Rochester 

ufts 
Yale University 
Harvar 
Middlesex 
New York Medical College 
Boston University 
Tufts 
University of Minnesota 
McGill Universit 
College 


Vo 
1 
Harvard 
Tufts 
Tufts 
Tufts 
é 
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YEAR OF 


NAME AND 

ADMISSION RESIDENCE 
1944 Kane, Lewis Williams, Charles River Village ........ 
1945 *Kateman, Abraham Eugene, Brighton.............. 
1944 Kreidberg, Marshall Bradford, Dorchester........... 
1945 Kressler, Augusta Holmstock, Worcester ........... 
1944 *Kurzmann, Rudolf, 
1945 Kuntz, Harriette H., Dennis ...................... 
1944 Landrigan, Frederick Laurence, West Roxbury....... 
1944 Landry, Christopher Lee, Boston................... 
1944 “Langer, Edward Maurice, West Springfield ......... 
1944 Leary, Theodore Moreau, Boston .................. 
1945 LeCompte, Philip Medford, Brookline .............. 
1944 Levin, Sidney, Brookline ....................0005. 
1944 Levine, Samuel, Camp Edwards ................... 
1944 Lindberg, Cosa Dell Haskell, Phoenix, Arizona....... 
1944 Linthwaite, Robert Frederick, Melrose.............. 
1944 Lipsher, Leo, 
1944 Lo-Presti, Joseph, Lawrence 
1945 Logler, Frank Joseph, Beverly .................... 
1945 Loud, Norman Wiley, Fall River................... 
1945 Mahoney, Hugh Francis, Tewksbury ............... 
1945 Mailey, Howard Douglas, Boston .................. 
1945  *McCaffrey, Jerome Aloysius, Norton ............... 
1945 McKittrick, John Byron, Brookline................. 
1944~¢ McMackin, Francis Lillian, Boston ................ 
1945  *Monyek, Milton Sonniel, West Springfield .......... 
1944 ‘*Moore, Thomas James, Dorchester ................ 
1944. *Morelli, Dario, Wakefield 
1944 Morrill, Donald Manly, Malden ................... 
1945 Mostofi, Fathollah Keshvar, Boston ............... 
1945 Moyer, John Henry, Worcester .................... 
1945 Neylan, Marguerite Mary, Boston ................ P 
1945 Orlov, Morton, 
1945 Osborne, Joseph, Newton Center .................. 
1945 Perry, Mary Elizabeth, West Somerville ............ 
1945 Phillips, Joseph Henry, Brookline .................. 
1945 *Posner, Sigmund Jacob, Ludlow ................... 
1944 *Potash, Jacob, Lynnfield ......................... 
1945 Pratt, Edward Lowell, Boston...................... 
1944 Prout, Curtis, Chestnut Hill ...................... 
1945 Martin, New Bedford ............... 
1944 Richardson, George W., Everett ................... 
1945 Robbins, Albert Ira, Roxbury ..................... 
1944 Robbins, Stanley Leonard, Brookline .............. 
1944 Ross, Lawrence, Gloucester ...............-...00-- 
1944 *Rothmann, Eva, Boston 
944 *Ryan, Thomas F., Housatonic .................... 
1945 ~° Sagall, Elliot Lawrence, Boston ................... 
1945 Scarito, Nina Edith, Methuen..................... 
1945 ‘Shannon, Martin Joseph, Jr., Lawrence ............ 
1944 *Sirulnik, Frank, 
1945 Smith, M. Frances Hayward, Boston............... 
1944 Smyth, Henry Field, Pocasset ..................... 
1944 Stare, Fredrick John, Waban ..................... 
1944 *Steinhardt, Arthur Hermann, Springfield............ 
1944 Sterman, Ida Anne, Brookline ..................... 
1944 Sylvester, Rowland Emerson, Auburndale .......... 
1945 hompson, Kenneth Wade, Dedham ............... 
1944 Traunstein, Maurice, Jr.. Winthrop ................ 
944 *Waitkus, Algird Brockton’ .. 
pa 1945 Wanning, Patricia Emerson, Cambridge ............ 
1945 *Westlin, Richard Volmar, North Leominster......... 
1945 Wilson, James Cornelius, Edgartown ............... 
1945 Wright, Richard Henry, Mattapan ................ 
1944 Yahn, George Washington, III, Boston ............. 
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*The candidate after a personal interview, was approved by the Committee on Membership and permitted to take an examination before a board 
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Deatus REPORTED FROM May 23, 1944, To May 23, 1945 


ADMITTED NAME PLACE OF DEATH DATE OF DEATH AGE 
1885 tAllen, Gardner Weld July 12, 1944 ........... 88 
1916 Battershall, Jesse Wolfenden ................... | 51 
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ADMITTED NAME . PLACE OF DEATH 
1913 Bauman, Julia Lewandowska ................... 
1911 Bonneville, Alfred Joseph Northampton................ 
1874  fBulfinch, George Greenleaf PER 
1908 Casselberry, Clarence Marmaduke ...............Newton.................005- 
1940 Chesbro, ‘allace Leo (Lt. Cdr., MC., U.S.N.R. South Pacific . 
1908 Christiernin, Charles Leonard.................... Maplewood, N. J............. 
1925 Cook, Edward Moody York Harbor, 
Crawford, Francis Xavier Dorchester 
TDraper, Frank Eugene .«-Framingham ...............: 
1900 . William West Dorchester 
1921 Dudley, Oscar Albert Shrewsbury ...... 
1936 Dunn, Anthony (Lt., JG, MC, U.S.N. R. 
1914 fEliot, Henr Manchester, Vt. ............. 
1919 Fisher, John Charles Vincent .................... West Roxbury .............. 
1909 Flagg, Harry Howard Charlestown...........4...... 
Gookin, Edward Richard Washington, D. C............ 
1904 Haviland, Walter Childs Mansficid Depot, Connecticut . 
1938 Levin, Harry Marvin (Surgeon, U.S.P.H.S. (R) ) . U. S. at Guadalcanal . 
1923 Marshall, John (Cdr., MC, U.S.N.R.) ....... California ........ 
1897 tO’Neil, Richard Frothingham.................... Ce 
tRetired fellow. 


July 26, 1945 


DATE OF DEATH AGE 


.. November 17, 1944....... 62 
.. September 18, 1944 ...... 48 
.. February 14, 1945........ 56 
. October 25, 1944......... 58 
.. August 1, 0 
.. January 11, 1945......... 73 
.. August 21, 1944 ......... 51 
.. August 18, RC 6 
_. November 81 
..March 14, 1944 ...:.....9 
..March 9, 1945 .......... 
.. February 23, 1945........ 69 
.. April 28, 1945 ........... 
..March 21, 76 
..May 28, 1944............ 67 
.. August 19, 1944.......... 71 
..March 10, 1944 ......... 60 
.. November 20, 1944....... 38 
.. November 27, 1944... .°...76 
.. June 2, 1944............. 66 
.. November 24, 1944....... 80 
83 
28, 1944 ........ 60 
.. Time of invasion of Sicily . . 33 
.. October 21, 1944 ........ 78 
. .September 15, 1944 ...... 85 
. October 27, 67 
.. May 20, 1945 69 
.. August 2, 1944 .......... 52 
..March 7, 1945 .......... 63 
.. April 6, 1945 ............ 59 
October 18, 1944 ........ 62 
. ._December 31, 1944 ...... 82 
..May 14, ORR 63 
November 30, 1944....... 82 
.. August 7, 58 
.. June 26, 69 
..May 8, 1945..... 60 
.. April 10, 1945 ........... 76 
. .October 1944 ......... 71 
.. August 17, 1944 ......... 8 
. December 4, 1944 ....... 75 
.. February 20, 1945........ 45 
.. August 10, 1944 ......... 48 
.. January 23, 1945......... 83 
.. January 5, 1945.......... 77 
..March 13, 1945 ......... 62 
.. December 4, 1944........ 41 
3, 70 
.. January 29, 1945......... 41 
..May 24, 
.. January 2, 1945.......... 72 
..May 14, 1945............ 42 
..Decem er 3, 71 
.. June 26, 1944........,... 73 
.. Unknown Unknown 
(Around Feb. ’45) 
.. November 5, 1944........ 73 
.. April 12, 1945 ........... 80 
.. April 13, 65 
.. November 30, 1944....... 70 
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ADMITTED NAME PLACE OF DEATH DATE OF DEATH AGE 
1921  fOuthouse, John Stanley Shelburne Falls ............... 69 
1916 Reeves, Marcellus October 15, 1944. ........ 81 
190 

1925 Richardson, Cheslie Alvah Clarence January 30, 1945. .Unknown 
1935 

1935 Sanderson, Robert (Lt., MC, U.S.N.R.) Avtingtoa, Va... February 21, 1945........ 41 

service of his country) 
1916 Scarito, Nicholas Julius ecember 3, 1944 ....... 65 
1893 Shaw, Albert Joel May 23, 1944............ 
1882 Sherman, Frank amt Newton... eptember 14, 1944....... 
1903 Frederick Robertson October 26, 1944......... 65 
1910 Sparrow, Charles Atsatt eptember 20, 1944 ...... 60 
1895 fVarney, Fred Elbridge ............. North Chelmsford.............. 83 
1929 Watson, Lester Dow (U.S.P.H.S.) Long Island, N. Bach une 14, 1944............ 43 
(In the Service) 

1928 tWhitmarsh, Willard Francis Bridgewater May 15, 1944............ 79 
1998} Wiggin, William Irving January 3, 1945.......... 65 
1943 Young, Edward Lorraine III (Capt., MC, A.U.S.) .In action in Germany .......... March 24, 1945 ......... 30 


tRetired fellow. 
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CASE 31301 


PRESENTATION OF CASE 


First admission. A sixty-five-year-old police chief 
was admitted to the hospital because of jaundice, 
chills, malaise, nausea and vomiting. 

The patient had always been well and active 
until about five months before entry, when his 
urine became dark; one week later the scleras and 
face became slightly yellow. He continued to feel 
well and worked until about three weeks after the 
onset of jaundice, when one day he had a chill, 
slight fever, malaise and that night was nauseated 
and vomited. There was no pain. Soon after that 
episode he became markedly jaundiced. He was ad- 
mitted to a community hospital for a period of two 
weeks, during which time the urine remained dark, 
the stool became clay-colored and the deep jaundice 
persisted. The patient left the hospital on a fat- 
free diet, feeling much better; the stools were yellow, 
but the jaundice remained and pruritus became 
marked. At home he remained quite well and with- 
out much change until one month before admission, 
_ when fairly severe malaise reappeared, which per- 
sisted until five days before admission. Two weeks 
before admission he began to have a “dull soreness” 
in the right upper quadrant; this extended to the 
left upper quadrant and was associated with tran- 
sient sharp shooting pain in the same ‘region and 
also in the region of the left scapula. These pains 
were almost constant during the two weeks before 
admission and were severest after meals. During 
the month before admission the jaundice gradually 
became less intense and the urine became lighter 
in color; the stools at the time of admission were of 
normal color. During this five-month illness his 
weight had fallen from 235 to 186 pounds. He had 
no awareness of food intolerances. He never drank 
alcoholic beverages. 

The patient’s father, one of six sisters and one 
-of two sons had died of tuberculosis. 

Physical examination revealed a markedly jaun- 
diced, well developed man showing evidence of 
recent weight loss. The heart and lungs were nor- 
mal. The abdomen was flat and soft. The right 
lobe of the liver was palpable three fingerbreadths 
*On leave of absence. 
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below the costal margin and presented a smooth 
even edge. The upper border was percussed at a 
normal level. The left lobe was apparently not en- 
larged by percussion posteriorly. In the mid- 


- epigastrium, extending from the tip of the xiphoid 


halfway to the umbilicus was a round firm non- 
tender mass about 5 cm. in diameter. It descended 
with inspiration and was indistinguishable from the 
liver. 

The temperature, pulse and respirations were 
normal. The blood pressure was 130 systolic, 68 
diastolic. 

Examination of the blood showed a white-cell 
count of 6400, with 64 per cent neutrophils, and 
10.5 gm. of hemoglobin. The urine was light amber 


and contained no bile; the sediment showed 15 red 


cells and a rare white cell per high-power field. 
Several stools were brown and guaiac negative. The 
blood Hinton test was negative. The serum non- 
protein nitrogen and protein were normal. A van 
den Bergh showed 2.9 mg. of bilirubin direct and 3.3 
mg. indirect. The prothrombin time was 21 seconds 
(normal, 18 to 20 seconds). A bromsulfalein test 
was normal. | 

By x-ray examination the liver and spleen were 
thought to be of normal size. No unusual areas of 
calcification were seen. A Graham test did not out- 
line the gall bladder. On the third day a peri- 
toneoscopy showed that the left lobe of the liver 
and the region of the mass were concealed by ad- 
hesions of the omentum to the anterior abdominal 
wall that obliterated almost the entire left upper 
quadrant. The right lobe of the liver was readily 
seen. The edge appeared rounded and smooth; it 
was grayish, with a slightly thickened capsule. No 
nodular areas were seen. There was no fluid, and 
the serosa was smooth. A gastrointestinal series 
showed a normal esophagus. In the fundus of the 
stomach, extending from the cardia upward and 
lying somewhat anteriorly, there was a defect by 
what appeared to be a large soft-tissue mass (Fig. 1). 
The mucosal pattern was not definitely traceable 
through this region. The edges of the defect were 
quite sharp. A seemingly distinct and definitely 


extrinsic mass was seen pressing on the lesser curva-. 


ture of the stomach somewhat anteriorly. This 
represented the mass palpable in the abdomen. 
Barium passed through the pylorus without hesita- 
tion and filled the duodenal bulb. The duodenal 
loop appeared smaller than usual, and the mucosal 
pattern was everywhere normal. 

The patient was given a transfusion, and on the 
tenth day an exploratory laparotomy was per- 
formed. The omentum was found to be densely 
adherent to the anterior surface of the liver. The 
tumor could be palpated and was believed to lie 
in the stomach, although the latter was not visual- 
ized in the region of the tumor. An opening was 
made through the gastrocolic omentum, and the 
posterior surface of the stomach was explored. No 
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adhesions were found there. The mass was then 
investigated, and on attempting to dissect away 
the omentum, a large subdiaphragmatic abscess 
was found. An extensive prophylactic drainage was 
deemed necessary and was performed. A culture 
of the abscess showed a moderate number of colonies 
of nonhemolytic streptococci and a few of colon 
bacilli. The prothrombin time was 30 seconds and 
over a two-week period fell gradually to 22 seconds. 
The van den Bergh test became too low to read. 
Cephalin flocculation tests were +++ to ++++4, 
and a bromsulfalein test showed 30 per cent reten- 
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On physical examination he was found to be 
jaundiced. The sinus was draining a moderate 
amount of reddish-brown pus. The left lower chest 
was dull and showed diminished breath sounds and 
tactile fremitus. A friction rub was heard in the 
left chest anteriorly. The abdomen was soft; the 
liver and spleen were not felt. The epigastric mass 
appeared to be the same as on the first admission. 

The temperature, pulse, and respirations were 
normal. 

The urine was normal. The white-cell count 
was 11,200, with 62 per cent neutrophils, and the 


Ficure 1. 


- tion thirty minutes after 2 mg. of dye per kilogram 
of body weight had been injected. 

The patient remained asymptomatic, with a good 
appetite, and only the drain in the left gutter con- 
tinued to discharge. He was discharged to his home 
on the twenty-ninth postoperative day, with ar- 
rangements to return in three weeks for removal 
of the gastric lesion. 

Second admission (one month later). During the 
interim the patient had been well; his appetite was 
good, he slept we!l, and there was no recognized 
recurrence of the jaundice. Two days before admis- 
sion he had an episode of nausea and vomiting fol- 
lowed by a day of anorexia. 


hemoglobin 10.7 gm. A repeat Hinton test was 
negative. A bromsulfalein test now showed 15 per 
cent retention in thirty minutes, and a van den 
Bergh test was 1.3 mg. direct and 1.9 mg. indirect. 
The prothrombin time was normal. X-ray examina- 
tion of the chest showed a moderate amount of 
fluid in the left pleural cavity. The lung fields were 
clear. The heart and mediastinum were not dis- 
placed. The heart and right diaphragm were nor- 
mal. The left half of the diaphragm was obscured 
by fluid and showed limited excursion. A plain 
film of the abdomen showed no enlargement of the 
liver. The spleen was not seen. The defect in the 
air-filled cardiac portion of the stomach was sepa- 
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rated from the diaphragm by approxinrately 5.5 cm. 
No gall-bladder calculi were seen. A gastrointestinal 
series was not significantly different from the former 
one. The patient was discharged on the third day. 

Third admission (five weeks later). Following 
discharge he had felt well and strong. Two and a 
half weeks before admission he ate a fatty meal, 
which was followed by an episode of nausea and 
vomiting. There had been no weight loss. 

Physical examination revealed the jaundice to be 
somewhat improved although still present. The liver 
was a little larger than previously, but the epigastric 
mass appeared unchanged. There were a few moist 
rales at the left base posteriorly, as well as a small 
area of dullness. The sinus was still draining. 

The temperature, pulse, respirations and blood 
pressure were normal. 

The urine was normal except for the presence of 
urobilinogen in a dilution of 1:50. The white-cell 
count was 7600, with 72 per cent neutrophils, and 
the hemoglobin 10.9 gm. A stool was normal. The 
prothrombin time was 23 seconds. A gastrointestinal 
series suggested that the mass in the fundus of the 
stomach was somewhat smaller than at the last 
examination. Some fluid remained in the left costo- 
phrenic sinus, but the amount had markedly 
diminished. 

The patient was given two whole-blood trans- 
fusions, and on the sixth hospital day an operation 
was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. RosBert R. Linton: This case is puzzling to 
me. There is no question that this man had an 
upper abdominal lesion and it is up to me to try to 
make a diagnosis. As one reads the record it is 
obvious that the patient had a subdiaphragmatic 
abscess on the left side. It is important to note that * 
he had been sick for a considerable period — four 
or five months. The presenting symptom when he 
first came in, in addition to general malaise, nausea, 
chills and vomiting, was jaundice of several months’ 
duration. The striking thing about the jaundice is 
that it was of an intermittent type, despite the fact 
that nothing was done to the biliary system to try 
to relieve it. I am a little disappointed that in the 
operative note no mention is made of the gall 
bladder. I presume that it was not seen because it 
was involved in the inflammatory mass. 

Dr. Benjamin CasTLEMAN: Dr. Sweet, can you 
answer that? . 

Dr. Ricuarp H. Sweet: We thought about the 
gall bladder but my attention was centered on the 
two masses — the one high in the fundus of the 
stomach and the one that turned out to be a sub- 
diaphragmatic abscess. I palpated the gastric mass 
first and formed some judgment about that. Then 
I explored the midepigastric mass and immediately 
broke into pus. I made no effort to see the gall 
bladder. 
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Dr. CHESTER M. Jones: The mass that you broke 
into was a tremendous one? 
Dr. Sweet: Yes — a huge abscess. 


Dr. Linton: The laboratory studies do not help .. 


at all in the diagnosis. 

There is a family history of tuberculosis, but I 
do not believe that his condition was due to an acid- 
fast infection. 

It is rather surprising, in view of the subphrenic 
abscess, that this man did not have more fever. The 
temperature was normal throughout the course in 
the hospital. Furthermore, he had no leukocytic 
response to the abscess. 

Dr. Jones: Those things bothered us, too. 

Dr. Linton: One of the conditions that I have 
to consider is pancreatitis. That seems unlikely 
in view of the fact that the lesser peritoneal cavity 
did not appear to be involved by the inflammatory 
mass at the time of exploration, as I understand it. 
Since the pancreas lies in the lesser peritoneal cavity, 
I should think that, if he had had a pancreatitis, it 
would have been obvious. 

I should like to see the x-ray films. 


Dr. Georce W. Homes: The upper film shows 
the stomach fairly well, and it is obvious that there 
is a large pressure defect on the lesser curvature 
and another in the region of the fundus. It would 
be helpful if I could say whether the stomach was 
actually involved, that is, whether the ulcer crater 
went out into this area; but I cannot. From the 
reports, the man who did the examination thought 
that there was actual involvement of the stomach. 
Of course, in a picture like this, one thinks of sar- 
coma, but we have insufficient proof to make such 
a diagnosis. An attempt was made to show the 
gall bladder, but apparently it did not fill with 

the dye. 

Dr. Linton: They did a preteciennnsine! series 
later. Are those films here? 

Dr. Houmes: Yes, but so far as the stomach is 
concerned there has not been any great change. 
There is something here that might be said to be a 
mass inside the stomach, which was not there before. 
I should like to know whether i it was food or whether 


it was a mass. It could be either. If it was a mass, _ 
it means that whatever it was had extended into 


the stomach. 


The chest may be of some interest. I should say 
that it was quite normal. It certainly does not show 
anything except a high diaphragm on the left. 

Dr. Linton: I believe that the findings in the 
chest, as reported in the history, indicate an in- 
flammatory process in the upper abdomen. I do not 
believe that he had a primary condition within the 
chest, and anything seen by x-ray is probably 
secondary to the subphrenic abscess. Is it possible 
that this man had a liver abscess, which could ex- 
plain the jaundice and also, possibly, the subphrenic 
abscess? It seems unlikely because I do not believe 
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that a patient with a liver abscess would run a normal 
temperature and have a normal white-cell count. I 
also think that it would be unusual to have an in- 
termittent type of jaundice, unless the liver abscess 
itself were drained. 

It seems to me that we are probably dealing with 
a primary lesion in the stomach that had perforated 
into the upper abdominal cavity and had formed 
an abscess. The cultures are slightly in favor of an 
intestinal lesion that had perforated in view of the 
fact that they contained not only nonhemolytic 
streptococci but also colon bacilli. 

Is it possible that this man had a perforated 
gastric ulcer? That seems quite unlikely in view 
of the fact that no lesion of that nature was seen by 
x-ray. 

Another possibility, of course, is that this man 
had carcinoma of the stomach, with metastases be- 
neath the diaphragm. There are some lymph nodes 
in that region, which, if enlarged, might have 
pressed down on the stomach. There is a possibility 
of lymphoma, but I do not know any way of making 
that diagnosis. 

In summary, I favor an upper gastric lesion, 
probably a malignant tumor. This had perforated, 
and the abscess was drained; later an operation was 
done in an attempt to remove the lesion. 

Dr. CastLEMAN: How do you account for the 
jaundice? 

Dr. Linton: The only way that I can account 
for it is that the inflammatory mass must have pro- 
duced pressure on the biliary system, which caused 
jaundice; when the inflammatory mass was drained, 
this relieved the pressure on the common duct. 

Dr. CastTLEMaNn: Dr. Jones, will you give a brief 
summary of your observations on this man. 

Dr. Jones: I saw this patient when he first came 
in. He was definitely jaundiced and had a tremen- 
dous nontender mass in the midepigastrium. With 
the story of the jaundice I thought, and sub- 
sequently Dr. Sweet agreed, that the most reasonable 
diagnosis was malignant disease, with metastases 
to the liver that caused pressure on the bile duct. 
As we studied him, however, many queer things 
came to light that warranted exploration. The x-ray 
studies were quite striking. The pressure on the 
lesser curvature was obviously produced by the 
palpable mass. Then the finding of something addi- 
tional in the stomach bothered us a great deal. 
Another thing that bothered us was the complete 


absence of fever and leukocytosis. It was striking 


that he continued to run an afebrile course, and so 
far as we could tell he had not had a fever before 
he came into the hospital. He was explored in the 
hope that we might find a situation that we could 
remedy, but with the thought that malignancy 
might be encountered. 

At the first operation a subdiaphragmatic abscess 


was found, which explained the pressure on the 


lesser curvature of the stomach, and at the same 
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time Dr. Sweet was able to palpate the stomach. 
That was as far as we were able to go. We thought, 
therefore, that we should give the patient a chance 
to recover from the first operation and then go in a 
second time for further examination of the stomach. 
We went over the x-ray films many times and won- 
dered whether a leiomyosarcoma of the stomach 
was the explanation for the gastric mass. At the 
same time we were fairly sure that, since a sub- 
diaphragmatic abscess had been found, it was not 
reasonable to assume that a gastric tumor was the 
cause; in other words, there might have been a 
primary cause for the jaundice and the subsequent 
subdiaphragmatic abscess. Even before the second 
operation we both decided that eventually the 
biliary tract had to be explored but that it could not 
be done at the second operation. 

Dr. Sweet: As I have said, at the first operation 
I obtained an impression from feeling the gastric 
lesion; I thought that it was probably a leiomyo- 
sarcoma. It was a round hard mass which I could 
not see but could feel. The x-ray appearance also 
suggested that rather than carcinoma. The first 
operation was done with the thought that there 
might have been metastases to the liver, but none 
were found. 

The second procedure was done through the chest, 
and I found a large hard round mass that was not 
easy to free because of the adhesions from the pre- 
vious inflammatory process. It was obvious, ulti- 
mately, that this mass was not part of the stomach; 
it looked like spleen, although it had a peculiar 
shape. There was a normal-looking spleen, which 
I did not disturb. I took out the large mass. 


CuinicaL DiacGnosis 
Leiomyosarcoma of stomach? 


Dr. Linton’s D1AcGnosis 


Malignant tumor of stomach, with perforation. 


ANATOMICAL DIAGNOSES 


Accessory spleen. 
Choledocholithiasis. 


PATHOLOGICAL DiscussION 


Dr. CasTLEMAN: I am afraid that we have made 
Dr. Linton “the goat” for the sake-of presenting an 
unusual condition. This peculiar mass proved to be 
an accessory spleen showing no abnormality micro- 
scopically. There was an acute perisplenitis and a 
subdiaphragmatic abscess. 

Dr. Linton: Is that not an unusual place for an 
accessory spleen? 

Dr. CastTLEMAN: It is quite unusual, and it was 
the largest one that I have ever seen. It was not 
perfectly round. It had somewhat the shape of a 
normal spleen but did not have a hilus. The acces- 
sory spleen that one ordinarily sees is roughly 1 to 
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2 cm. in diameter and perfectly round. This one 
measured 12 by 7 by 5 cm. 

Will you tell us about the postoperative course, 
Dr. Jones? 

Dr. Jones: We thought that we still had to go 
after the original cause and that the gastric lesion 
was a red herring, so to speak, being simply an inter- 
lude in a long story. 

In the next six months the patient gained.a great 
deal of weight and was in relatively good condition. 
He was jaundiced all the time, although at times 
clinical icterus was just barely present. Repeated 
tests showed that he was having a gradual increase 
in hepatic involvement, in the sense that the dye 
retention slowly went up. It is of interest that 
during this period the epigastric mass reappeared. 
_ We attributed this to a gradual increase in the size 
of the left lobe of the liver to normal proportions, 
which it turned out to be at operation. While he 
was being followed, the alkaline phosphatase rose 
steadily, reaching 30 Bodansky units per 100 cc., 
which practically always means biliary-tract ob- 
struction; this is frequently due to a malignant 
tumor, although it can go as high as that with stone 
in the common duct. The third operation was per- 
formed with the idea that the common duct and 
gall bladder should be explored; we thought that 
a stone would be found as the cause of the original 
jaundice and the other symptoms. 

Dr. Sweet: At the final operation we explored 
the biliary tract, which was rather difficult of access 
because of the previous inflammatory process. The 
common duct was immensely dilated, and on open- 
ing it I found a large stone lodged near the ampulla. 
That was removed with ease, and no other stones 
were found. The gall bladder was small, no longer 
than 2 cm., and had hardly any lumen. At that 
time I saw no definite evidence of perforation, but 
I assumed that the abscess had resulted from a 
perforation of the gall bladder rather than from a 
perforation of the common duct. 

Dr. CasTLEMAN: How did the liver look? 

Dr. Sweet: It was large and had a peculiar shape, 
the portion to the left of the ligament being much 
larger than that on the right; it was round and had 
a rather rough surface. The spleen was palpated 
in its normal position. 

Dr. CastLEeMAN: Biopsy of the liver showed an 
obstructive biliary cirrhosis. 

Dr. Jones: There is one more point. After the 
third operation the patient again became deeply 
jaundiced, but that subsequently receded, with 
gradual improvement in the bromsulfalein reten- 
tion test. Even now, however, two months later, 
the phosphatase has not returned to normal. It 
takes many months for that to return to normal 
in cases of incipient biliary cirrhosis. 

Dr. Wyman Ricnarpson: Perhaps the white- 
cell count was normal because he had too much 
spleen. How is that for a theory? 
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Dr. Hotes: We should have paid more attention 
to the fact that the Graham test did not yore 
the gall bladder. 


CASE 31302 


PRESENTATION OF CASE 


A fifty-one-year-old brass grinder was admitted 
to the hospital because of dyspnea, cough and sub- 
sternal pain. 

Five weeks before admission, on the way home 
from his laborious work, he developed a heavy 
feeling in his epigastrium that he thought was due 
to a cold. For the first time he experienced short- 
ness of breath, which progressed in severity despite 
constant bed rest. The epigastric discomfort was 
not related to effort. An irritating cough was at 
times productive of thick whitish sputum. Asso- 
ciated with the epigastric discomfort, he also had 
an episode of chills, sweating and a fever up to 
102°F., which lasted for five days. Two and a half 
weeks before admission, there was a recurrence of 
chills and fever. During the two weeks before entry 
he had episodes of severe nocturnal dyspnea, but 
with sedation and two to three pillows he slept well. 
He had been allegedly digitalized before admission. 

Five years before admission he had passed a life- 
insurance examination. Two years before admission 
he had been treated for hypertension and headaches. 
He had been a brass grinder for two years, work- 
ing in poorly ventilated, dusty quarters. 

Physical examination revealed a well developed 
and nourished man in moderate respiratory dis- 
tress, with fairly marked orthopnea. The neck 
veins were slightly dilated when he lay flat. Diffuse 
moist rales were heard throughout the chest, most 
marked at the left base. The heart showed normal 
rhythm at a rate of 120. The point of maximal im- 
pulse was thought to be somewhat displaced to the 
left. There was a coarse Grade-4 “wood-sawing”’ 
systolic murmur well transmitted to the back, 
as well as an early high-pitched diastolic murmur, 
at the apex. There was also a Grade-1 pulmonic 
systolic murmur with an accentuated second pul-"~ 
monic sound, which was louder than the aortic 
second sound. Pulsus alternans and an occasional 
third heart sound were detected. Examination of 
the abdomen was negative. The liver and spleen 
were not enlarged. The extremities were slightly 
cyanotic. 

The temperatyre was 101.5°F., the pulse 120, 
and the respirations 30. The blood pressure was 
130 systolic, 90 diastolic. 

Examination of the blood showed a red-cell count 
of 4,400,000, with 11.2 gm. of hemoglobin, and a 
white-cell count of 6000, with 54 per cent neutro- 
phils. The urine had a specific gravity of 1.024 and 
was normal. The serum nonprotein nitrogen was 


Vo 
| 


Vol. 233 No. 4 


32 mg. per 100 cc., and the carbon dioxide 24.3 
milliequiv. per liter. An electrocardiogram showed 
sinus tachycardia at a rate of 125, a PR interval 
of 0.16 second, a sagging ST,, a slightly elevated 
ST;, a small S, and an inverted T, and T;. There 
were prominent T waves in Leads CF;, CF, and 
-CF,, and sagging ST segments in Leads CF, and 
CF,. Q,; measured 4 mm. By fluoroscopy the heart 
beat normally and both halves of the diaphragm 
showed limited motion. 
_ An x-ray film of the chest showed the heart to be 
within normal limits, the cardiac-thoracic ratio 
being 13.5:29.0 cm. There was definite prominence 
of the left auricle, particularly posteriorly. There 
were flocculent areas of increased density scattered 
throughout both lung fields, more marked centrally 
and extending from the hilar shadows into the lung 
fields. There was no evidence of fluid on either side. 
Repeated blood cultures showed no growth. The 
white-cell count rose to 11,000 on the fifth day and 
then remained unchanged. Throughout the pa- 
tient’s hospitalization the temperature was elevated 
to about 101°F. every evening and returned to 
almost normal by morning. The pulse was erratic 
between 90 and 120. The respirations varied from 
20 to 45. Fluid intake and output were low. He 
was maintained on digitalis and ammonium chloride. 
On the second day the blood pressure fell to 95 
systolic, 60 diastolic, and remained at about that 
level until death. An x-ray film of the chest on 
the third day was unchanged. During the night 
and during periods when the heart rate was rapid, 
the sounds were poor and the patient became quite 


dyspneic. On the sixth day he coughed up bright- » 


red rather frothy sputum, without chest pain of 
any sort. He remained dyspneic, and at that time 
high-pitched rales were heard at both bases and 
in the axillas. Another electrocardiogram on the 
sixth day showed no change. On the twelfth day 
he complained of some precordial pain. He was not 
orthopneic. He preferred to lie on his right side, 
with his head over the edge of the bed, and claimed 
that he felt better in that position. 

On the thirteenth day the patient suddenly be- 
came critically ill, complaining of substernal dis- 
tress. The blood pressure fell to 70 systolic, 50 
diastolic, the pulse increased to 176 and was mildly 
irregular, and the respirations rose to 60. He was 
cyanotic, cold and clammy. The lungs filled with 
moist rales. After the administration of Cedilanid, 
aminophylline and oxygen and the application of 
tourniquets he improved, but the pulse and respir- 
atory rates remained high. The chest pain became 
more pronounced, and the respirations became 
irregular and eventually ceased. 


DiFFERENTIAIL D1acnosis 


Dr. Epwarp O. WHEELER: This man died about 
seven weeks after the onset of an acute illness 
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characterized by chills, fever, shortness of breath 
and cough. Because of his occupation — he was 
a brass grinder — the question comes up whether 
this played any part in his illness. Did he have 
silicosis? He was working in poorly ventilated 
quarters exposed to dust. Two years is a relatively 
short period of exposure, but if he were working in 
a place where the concentration of silica in the dust 
was high, he might have developed this disease. 
Certainly the symptoms of shortness of breath and 
cough are consistent with silicosis. One does not 
see chills and fever, however, in uncomplicated 
silicosis. If he had a bronchopneumonia or tuber- 
culosis along with the silicosis, he might have had 
chills and fever, and this would also explain the 
short duration of the illness. The loud systolic 
murmur and the symptoms of left ventricular failure 
are not, however, explained by this disease. Patients 
with a marked degree of silicosis occasionally develop 


chronic cor pulmonale, but this does not often 


occur. The electrocardiogram should help in making 
this diagnosis. As recorded in the protocol, the S, 
and Q, and the inverted T, and T;, are slightly sug- 
gestive of right ventricular strain. Is the electro- 
cardiogram here? 

Dr. BENJAMIN CASTLEMAN: You may see the one 
in the record. 

Dr. WHEELER: There is not much in this tracing 
to suggest right ventricular hypertrophy. There 
is no evidence of axis deviation, which is helpful 
because it tends to rule out aortic-valve disease and 
hypertensive disease, that is, conditions resulting in 
left ventricular hypertrophy. Because of the Q; 
and the inverted T, and T; he might have had a 
posterior myocardial infarct, but there is no change 
in the electrocardiogram taken six days later; 
furthermore, the absence of a Q, is against this 
diagnosis. I understand that the x-ray films are 
missing, which is unfortunate, for they might have 
helped a good deal in making the diagnosis. 

Dr. Cast LEMANn: Dr. Gardella, could you describe 
the films? 

Dr. J. WaRREN GaRDELLA: They are quite well 
described in the written report. There were floccu- 
lent areas radiating from the hilus of each lung. 

Dr. WHEELER: Did the X-ray Department think 
that this represented consolidation or pulmonary 
edema? 

Dr. GarvELia: They were unable to say. The 
areas of flocculation were well defined and rather 
centrally located in both lung fields. The process 
was more marked on the right than on the left. 

Dr. WHEELER: The findings are suggestive of pul- 
monary edema, although the history is not that of 
a failing heart with pulmonary edema secondary 
to myocardial infarction. 

Dr. GarveE.ia: I thought it significant that, 
despite the fact that he improved ‘clinically so far 
as the heart and rales were concerned, the x-ray 
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picture remained the same. We then brought up 
the question of pneumoconiosis. 

Dr. WHEELER: The x-ray films were more sug- 
gestive of pulmonary edema than of pneumo- 
coniosis, but I suppose that both might have been 
present. 

To return to the findings in the heart, which are 
not explained by silicosis, it is said that he had a 
Grade-4 apical systolic murmur well transmitted to 
the back. That seems to indicate that he had mitral 
regurgitation. Aortic systolic murmurs are occa- 
sionally well heard at the apex but are not well 
transmitted to the back, as this murmur was. 

It is interesting to note that five years before ad- 
mission he passed a life-insurance examination, 
which suggests that the murmur was not present 
at that time. Two years later he was treated for 
hypertension. I do not know how to interpret the 
early high-pitched diastolic murmur at the apex, 
for the diastolic murmur due to mitral disease is 
low pitched rather than high and occurs in middias- 
tole rather than in diastole. An aortic diastolic 
murmur might be transmitted to the apex, in which 
case it would be heard as an early high-pitched 
diastolic murmur, but usually such a murmur is 
better heard along the left sternal border. Then 
it is noted that the pulmonic second sound was in- 
creased, which, together with a pulsus alternans 
and gallop rhythm, indicates left ventricular failure, 
despite the fact that x-ray examination showed the 
heart to be normal in size. The x-ray films did show 
prominence of the left auricle, which is consistent 
with mitral disease. 

In trying to tie in the cardiac findings with a 
febrile illness the first possibility that comes to mind 
is bacterial endocarditis, which can produce chills 
and fever and can cause death in a short time if 
congestive failure is present. An attractive pos- 
sibility is that the patient developed subacute bac- 
terial endocarditis on the basis of minimal rheu- 
matic mitral disease, followed by rupture of a 
chorda tendinea, with the increased murmur and 
congestive failure. The difficulty in making that 
diagnosis is that the blood cultures were negative. 
Negative blood cultures, however, do not rule out 
subacute bacterial endocarditis. 

I believe that hypertensive heart disease and 
chronic cor pulmonale are well ruled out. Could 
the patient have had a myocardial infarction five 
weeks before entry, which caused congestive failure 
and was associated with a pulmonary infection? 
That is a possibility. Such a condition might have 
caused left ventricular dilatation and a systolic 
murmur at the apex. Because of the electro- 
cardiographic findings, however, it does not seem 
likely. 

Then there are rare conditions that should be 
considered. This man might have had a virus in- 
fection with an associated myocarditis, but that 
is an unlikely possibility. There was no good evi- 
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dence of consolidation in the lungs, except for the 
fact that the pulmonary process did not clear up; 
on the other hand, pulmonary edema is frequently 
chronic and does not improve. : 

. The best diagnosis I can make is subacute bac- 
terial endocarditis superimposed on minimal rheu- 
matic mitral disease, with an increase in mitral 
insufficiency, due to valve deformity or a ruptured 
chorda tendinea, leading to congestive failure and 
death. 


DIAGNOSES 


Coronary heart disease. 
Pulmonary edema. 
Pulmonary infarction? 


Dr. WHEELER’s DIAGNOSES 


Subacute bacterial endocarditis. 

Rheumatic heart disease, with mitral insufficiency 
and possibly a ruptured chorda tendinea. 

Congestive failure, with pulmonary edema. 


ANATOMICAL DIAGNOSES 


Coronary thrombosis, old and recent. 

Myocardial infarction of papillary muscle, heal-: 
ing, with deformity of mitral valve. 

Myocardial infarction, old: posterior wall of left 
ventricle. 

Organizing pneumonitis, with extensive intra- 
alveolar fibrosis: all lobes. 


PATHOLOGICAL DiscussION 


Dr. CasTLEMAN: The autopsy on this man 
showed a large heart, which weighed almost 500 gm. 
There was a bulge of the myocardium in the region 
of the posterior wall, which, when the heart was 
opened, proved to be a cardiac aneurysm (healed 
myocardial infarct). In places the wall was ex- 
tremely thin, measuring only 2 mm. On the endo- 
cardial surface of this large, old infarct, which 
measured 6 by 4 cm., was an organized mural throm- 
bus. The papillary muscle, which arises just 
above that point, was instead of the usual thick 
muscle bundle an extremely thin slightly fibrous 
band. This band had pulled away the posterior 
leaflet of the mitral valve so that when the valve 
closed it was incompetent. This thinning out of the 
papillary muscle was due to recent infarction at 
its base. So, although there was no bacterial endo- 
carditis, the same principle was involved, that is, 
the infarct produced an effect that was tantamount 
to rupture of the muscle. The process was begin- 
ning to heal, and I believe that it was of about five 
weeks’ duration. Rather far down in the right 
coronary artery there was an old thrombosis, which 
accounted for the healed infarct, as well as a more 
recent thrombus proximal to the old lesion. Perhaps 
the electrocardiogram did indicate posterior myo- 
cardial infarction. 
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The lungs were interesting, but I am not at all 
certain that I can fully explain the lesion. All five 
lobes presented a similar appearance, being big 
and wet and weighing 2000 gm. (normal, less than 
1000 gm.). On section the surfaces were gray and 
granular. The process did not look like a true lobar 
pneumonia or pulmonary edema but seemed to 
fit in somewhere between the two. Microscopically 
there were organizing fibrous tissue plugs in many 
of the alveoli, alveolar ducts and respiratory 
bronchioles. This picture was present in every lobe 
of the lung. The only explanation I have for it is 
that it represents an organizing unresolved pneu- 
monia that began five weeks before entry, probably 
at the same time as the coronary thrombosis. There 
were no fibrous plugs in the large bronchioles, so 
that it cannot be called bronchiolitis fibrosa ob- 
literans. In some alveoli we found fat-laden phago- 
cytes and giant cells. There was no evidence, how- 
ever, of tuberculosis or silicosis. This pulmonary 
lesion reminds me of a case previously reported 
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here! in which there was a large thrombus in the 
left auricle that obliterated the orifices of the pul- 
monary veins of one lung, which showed a similar 
alveolar fibrosis. It is quite possible that the in- 
competence of the mitral valve, owing to the in- 
farction of the papillary muscle, predisposed the 
lung to develop this organizing process. This pic- 
ture has been described by Masson? as a characteris- 
tic feature in rheumatic pneumonia. 

Dr. WHEELER: Rupture of a chorda tendinea 
can occur spontaneously or with endocarditis, but 
rupture of the papillary muscle almost always occurs 
in infarct and leads to death within two or three 
months, with congestive failure. 

Dr. CastLeman: This patient did not have com- 
plete rupture. 
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INCREASING AND MAINTAINING 
PENICILLIN BLOOD LEVELS 


Many methods have been recommended for delay- 
ing the absorption or the excretion of penicillin 
with the idea of maintaining high levels in the cir- 
culating blood for longer periods than are possible 
with simple injections of penicillin solutions. 
Such an effect is obviously desirable in certain 
subacute or chronic infections, such as syphilis, 
subacute bacterial endocarditis and osteomyelitis, 
that require treatment over long periods. 


Further- 
more, the organisms in such cases often are not 
highly sensitive and, therefore, require greater con- 
centrations than those that can be conveniently 
maintained by ordinary interrupted intramuscular 
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injections — and the use of continuous intravenous 
or intramuscular injections to accomplish this pur- 
pose is cumbersome and somewhat wasteful. " 

The methods for prolonging penicillin action have 
been reviewed and commented on recently in these 
columns.’ Among those that seemed feasible and 
effective was the use of para-aminohippuric acid by 
constant intravenous infusion. This compound 
acts like Diodrast or other similar substances, ap- 
parently competing with the penicillin for excretion 
by the kidney tubules. Although para-amino- 
hippuric acid is said to be nontoxic in the doses used 
and to be well tolerated for long periods, it has the 
undesirable features of any therapy that must be 
given by constant intravenous injection. 

_ Bronfenbrenner and Favour? at the Peter Bent 
Brigham Hospital attempted to accomplish the 
same purpose with oral therapy. They utilized the 
principle involved in one of the well known liver- 
function tests, namely, the conjugation of orally 
administered benzoic acid by the liver into hippuric 
acid and the excretion of the latter into the urine. 
Since the penicillin blocking power of benzoic acid 
was relatively small on an unrestricted diet, they 
combined a regime of fluid and salt restriction with 
the benzoic acid therapy. They also tried sodium 
benzoate but found that the added base tended to 
neutralize the effects of the controlled salt intake, 
and in addition, the dose of sodium benzoate given 
proved to be somewhat nauseating. On a normal 
diet 2.5 gm. of benzoic acid was equivalent to 6.0 
gm. of sodium benzoate in raising penicillin levels. 

The regime finally adopted consisted of keeping 
the daily caloric intake between 1500 and 2000 
calories. The diet was otherwise restricted only by 
limiting the fluid intake to between 1000 and 1500 
cc. a day, and the salt to 3 gm. or less a day. This gave 
a daily urinary output of 400 to 600 cc. The dose 
of benzoic acid was about 2.5 gm. every four hours, 
either disguised by mixing it with food or given in 
four capsules of 0.6 gm. each. Most patients pre-_ 
ferred the latter. The benzoic acid was given 
twenty to thirty minutes before the intramuscular 
injection of penicillin. On the basis of observations 
in 6 patients these workers found that restriction of 
fluid intake to 1500 cc. and of the salt intake to 3 
gm. a day doubles the penicillin blood level follow- 
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ing interrupted intramuscular injections of penicillin, 
that the administration of benzoic acid to a patient 
on an unrestricted diet may double the usual penicil- 
lin blood level during similar treatment and that 
the combination of these two procedures results in 
a four-fold to eight-fold increase in penicillin blood 
level, with a prolonged effective blood concentration. 

This method is obviously simpler than its counter- 
part that requires constant intravenous injection of 
para-aminohippuric acid. Whether it will prove 
more useful than other methods, such as the intra- 
muscular injection of penicillin in beeswax and 
peanut oil,’ remains to be seen. ‘Both methods are 
worthy of clinical trial. 
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Editorial. 


HEALTH IN EUROPE 


AN attempt has been made in the March, 1945, 
issue of the Statistical Bulletin of the Metropolitan 
Life Insurance Company to evaluate the 1944 health 
conditions on the Continent. Various estimates of 
the European morbidity and mortality from causes 
other than violence have been put forward from 
time to time, but the figures are largely a matter of 
guesswork. Information on which the present study 
is based is fragmentary, being derived from several 
sources, chiefly the weekly epidemiological record of 
the Health Section of the League of Nations. 


The situation in Germany showed signs of increas- 


ing deterioration, if the mortality from tuberculosis 
is assumed to be the best available index; there was 
an increase of about one third for the first quarter 
of 1944, compared.with the first quarters of 1938 
and 1939. Numerous cases of typhus fever occurred, 
cerebrospinal meningitis continued to be prevalent, 
and in the first nine months of the year about 200,000 
cases of diphtheria were reported. 

Typhus fever was also found to be prevalent in 
Holland, and in the liberated portion of Belgium 
the death rate was 22 per cent higher in October, 
1944, than in the same month of 1943. Health con- 
ditions apparently remained fairly good in Den- 
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mark, although in both Denmark and France epi- 
demic influenza was prevalent. The tuberculosis 
mortality in Paris showed a high level throughout 
the German occupation. 7 

The record has been bad in Italy, even in the 
liberated portion, the death rate in Rome being re- 
ported as 17.7 per 1000, or more than 60 per cent 
above the 1940 rate. No figures are available for 
Poland, the unhappy country that has perhaps 
suffered more from foreign domination than has any 
in history. The incidence of typhus fever has re- 
mained high in the Balkan states. Tuberculosis 
is said by relief officials to have reached epidemic 
proportions in Greece, and in mid-1944 about 70 per 
cent of its population was reported to be suffering 
from malaria. 

These estimates were collected and published 
prior to the collapse of Germany. Much more re- 
cently has comé a report from Major General 
Warren Draper, deputy surgeon general of the 
United States Public Health Service and chief of 
the military government public-health branch of 
SHAEF in Paris, indicating that the health of both 
liberated countries and occupied Germany is not 
only “far better than generally supposed, but in 
many respects apparently approaching a normal 
peacetime standard.”” According to General Draper, 
however, the days ahead will be grim ones nu- 
tritionally for Europe, because of the disruption of 
normal supplies. One cannot help but wonder why, 
with the war over and millions of men released for 
productive labor, conditions should be so much 
worse for Europe generally than they were under 
nearly five years of German domination. 


MASSACHUSETTS MEDICAL SOCIETY 


~PRESIDENT’S REPORT ON THE STATE 


OF THE SOCIETY* 


SSUMPTION and carrying of the leadership of 
this society bring a true comprehension of 

the potential activities and services that have not 
been initiated or developed. These war years have 
absorbed the available energies of every fellow of 
the Society. Nevertheless, | have been stimulated 
by the unselfish response of the busiest men in the 
*An address delivered at the meeting of the Executive Committee of 


the Council of the Massachusetts Medical Society, in lieu of the annual 
meeting of the Council, Boston. May 23, 1945. 
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Society to the invitation to service on committees. 
Without this loyal support, the efforts of its leaders 
could accomplish little. 

The president of the Massachusetts Medical 
Society now spends about half his energy and time 
in performance of fundamental obligations of the 
office. The obligations of the office have priority 
over ordinary demands of practice. One of my 
friends said the other day that the Society ought to 
elect a retired fellow as president so as not to take 
the time of an active physician, but the job needs 
the energy and enthusiasm of a relatively young 
man, and he needs all the help that he can find. 

I am sure there is, even now, latent energy that 
could be activated and used in the Society’s service. 
If the district nominating committees were well 
chosen and better informed, and if they took their 
obligations seriously, the state society would have 
even better executive, public relations, legislative 
and nominating committees. It is not enough to 
come to committee meetings. It is not enough even 
if you stay until the business is finished. You must, 
in addition, represent the group that sent you here, 
and moreover, you must represent the state society’s 
point of view when you go back to your district. 

One of my objectives has been to develop a more 
effective democracy in the Society. Every fellow 
has and should exercise his own share of the respon- 
sibility. Every district society should be an effective 
part of the organization. The central committees 
with district counterparts need the stimulus of in- 
itiative from the districts. The district public-rela- 
tions committees have an obligation to meet the 
problems of socioeconomic public relations locally, 
as well as keeping the central committee informed, 
through the district chairmen, who are their dele- 
gates to the state committee, about their local prob- 
lems and howthey are met. Major principles of 
policy should be cleared through the central com- 
mittee. Some districts have met and solved problems 
in a creditable manner but have not adequately 
reported their experience for the general benefit. 
Better liaison.is needed between cities in the dis- 
tricts, as well as between the district and state so- 
cieties. Parenthetically, effective interstate liaison 
offers tremendous values. It seems to me the time 
is ripe for revival of the New England Medical 
Council. 

I hope that you will not feel it inappropriate for 
me to record here some personal impressions gained 
through a relatively active association with medical 
organization for many years and more especially 
in the last two years. I have taken my ex-officio 
membership in all committees seriously and have 
assimilated a point of view that seems worth report- 
ing. 

In the past two years a great many doctors have 
gotten out of the groove of subjective musing into 
the objective area of thinking and talking in fields 
relating to the distribution of medical care. There 
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is a little more evidence of individual initiative and 
of group initiative from district societies. Recently 
eighteen state-society presidents met in Michigan 
at the invitation of the Michigan State Medical.. 
Society to consider the desirability of co-ordinating 
grass-roots planning for realistic approach to prob- 
lems of unmet needs. 

There are some who look with misgiving at any 
departures from traditional policies. There are 
some who believe we should ruthlessly discard old 
ways. These divergencies are the essence of de- 
mocracy. Leadership should not be too far behind 
new crystallizing attitudes of less vocal majorities. 
If the president of the Society can sense definite 
major trends and feels confident of majority sup- 
port, he should exercise the initiative that I believe 
is given him by the Society when he is elected to 
lead. In these times the attitude of awaiting specific 
mandates from the formal vote of the Society may 
be much too slow. I have never hesitated too long 
to take an action that seemed to me to be in the 
Society’s interest, despite the objections of some 
men whom I regarded highly. Personally, I believe 
the American Medical Association is a little too 
slow in adjusting its policies and activities to crystal- 
lizing opinion. The structure of democracy in the 
organization is there, but too few of the right men 
are vocal soon enough for efficient evolution. This 
also applies to society as a whole. | 

In a recent survey, less than half of twenty-two 
groups represented in the Massachusetts Central 
Health Council favored voluntary plans for medical 
care. How many of these groups have broad enough 
information to have well-grounded opinions? It. is 
important that we better inform ourselves and con- 
tribute to discussions toward legislation that is 
really in the ultimate public interest. 

I shall comment briefly on some of our activities. 


Committee on Society Headquarters 


We have not yet approached effective develop- 
ment of our central office organization, physically or 
functionally. It is my hope and expectation that we 
shall study the organization of other state societies 
and evolve a more adequate structure to meet the 
needs of Massachusetts, public and professional. 
After the present emergency has passed, some of the 


‘needs will be easier to meet. But we cannot afford 


to drift passively along in the meantime. 

The functions of the executive secretary have 
greatly increased this year. He has been utilized by 
most of the committees, perhaps to the greatest ex- 
tent by the Committee on Legislation, but this posi- 
tion still isnot fully developed. We are growing 
rapidly and we must be sufficiently alert concern- 
ing present and approaching needs of organization. 

The office arrangements are not satisfactory and 
the committee has explored the possibility of getting 
more space in or outside the library building. 
More and better arrangements for committee rooms 
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are needed. We have expended none of our $1200 
budget for headquarters because the committee has 
not been able to settle on plans. 


Committee on F mance 


Without the annual meeting this year, we shall 
not show so favorable a balance as formerly but the 
Society is in a sound condition financially. No other 
state society has lower annual dues. I think you 
ought to know that committee members come from 
the Cape to the Berkshires — for the most part at 
their own expense — to do your planning and or- 
ganizing and to settle your problems. I am sure I 
spoke for the Society when I vetoed the “Dutch 
treat” dinners of committees while engaged in 
Society business. 

I hold the conviction that receipts should be 
ploughed into service for the fellows and the people 
we serve. 


Committee on Legislation 


Dr. Browne has devoted tremendous energy to 
the meeting of his obligations. Having myself spent 
many days at the legislative hearings, my perspec- 
tive on the relations between doctors individ- 
ually, doctors organized — the American Medical 
Association and the Massachusetts Medical Society 
— and the public has been broadened. We have 
been misunderstood for years. We have been ad- 


monished on numerous occasions by public adminis- : 


trators to come out of our temples and to let the 
people get to know us better. In matters of legis- 
lation, we, as the organization best informed about 
certain aspects of health, medical education and 
medical practice, must make our position clear to 
the legislators. They want to know our thought 
about these things. My respect for-legislators has 
increased through a better understanding of their 
problems. Some of us have been inclined to forget 
that the public has a proper interest in fields of 
medical care. I think I may say that we have op- 
posed some legislation that was supported by highly 
organized and well financed groups. 

The Committee on Legislation has had a very 
busy year. There are advantages to the present or- 
ganization of this committee. One member is 
chosen from each district society and the chairman 
is elected from this group, but I wonder whether a 
small executive committee on legislation, selected 
from the Society as a whole for their special capacity 
for contact with legislative people, might be of 
advantage. Contact with the legislator by his family 
physician could still be done by the district legis- 
lative committees. 

For the Medical Society of the State of New York, 
Joseph Lawrence effectively developed and main- 
tained confidence of legislators in that state for 
twenty-five years. He is now in Washington in a 
national capacity, conducting a two-way informa- 
tion service for all of us. 
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One cannot be exposed to public attitudes toward 
organized medicine at the State House without 
realizing the need for a better understanding of our 
motives and objectives. 


Subcommittee on Public Information 


The Committee on Public Relations has created 
the Subcommittee on Public Information. This 
committee has met with important representatives 
of the press and with radio, advertising and public 
administrators and has made a beginning this year 
toward a better understanding of health and dis- 
tribution of medical care on the part of the public. 

We have participated in radio broadcasts with 
dental, hospital and other groups. We have actively 
participated in Health Week (May 6 to 12), by radio 
and press contacts. We have met with the chairman 
of the Michigan State Society’s radio qmmittee to 
hear of that state’s experiments in the field of public 
information. 

There is profit in continuity of discussion of 
problems in distribution of medical care. Some are 
impatient because discussions or “‘conversations”’ 
do not yield immediate, definite programs. I have 
a conviction that unless we have these “‘conversa- 
tions,” in order to explore untried field of endeavor 
by group thinking, we shall not make progress 
toward ultimate solutions. 


Subcommittee on Labor and Industry 


We have made overtures toward better mutual 
understanding and expanding areas of agreement 
with labor through the Subcommittee on Labor and 
Industry of the Committee on Public Relations. 
We have also met with certain representatives of 
industrial management. These meetings have been 
frank and cordial. I am sure that they have already 
yielded dividends and will continue to yield profit 
to the groups involved; moreover, they are exercises 
in better citizenship. 


Committee on Postwar Planning 


The Committee on Postwar Planning has made 
substantial progress toward organizing medical 
schools and hospitals to meet the needs of returning 
medical officers. Hospital trustees have already 
begun to co-operate with the program. This com- 
mittee is also conscious of the obligation to plan 
postgraduate extension so as to reach every doctor 
in the Commonwealth, whether or not they are mem- 
bers of the Society. 

The Society can rest assured that its obligations 
in this field are in good hands. These busy men are 
applying themselves energetically to the solution of 
problems that should be actively met. Information 
about their activities is covered in reports to the 
Council. 


Clinical Information Bureau 


The Clinical Information Bureau is expanding its 
coverage of information in all branches of clinical 
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facilities for the benefit of every doctor in this state, 
regardless of whether he is a resident or a member 
of the Society. The service is used more and more 
as its value is discovered. It is planned to continue 
the development of this project under the wing of 
the Committee on Postwar Planning. 


Committee on Publications 


The Journal continues to justify our pride as one 
of the best in its field. I am glad to say that its 
editorial policy is more liberal than that of the 
Journal of the American Medical Association. 

I should like to see further excursion into the 
coverage of news activities of the Society. This year 
the committees have been extremely busy and have 
not had reporters to summarize their activities for 
the proper and adequate enlightenment of the mem- 
bership. I believe that the Journal is the proper 
medium for this information. We need to develop 
someone with reportorial instincts to see what goes 
on and to interpret its significance in a readable man- 
ner. Sometimes district-society publications have in- 
dicated significantly what might be done. Some 
policies of these local papers have, however, been 
contrary to my ideas of what constitutes constructive 
criticism. Medical Economics is still the best source 
of information and the most universally read 
periodical we have in this field. 


Blue Shield 


The Massachusetts Medical Service is the fastest 
growing plan of its kind in the country. We have 
more than 130,000 participants, twice as many as 
when we started the year. Our list of nonpartici- 
pating physicians has shrunk considerably. We 
found a great many of these were, in the service or 
were full-time institution men. There are still some 
who want to see a perfect plan before they come 
in. It seems to me that we have the logical answer, 
and we shall expand as fast as experience seems to 
justify. There are indications now that, if the 
present favorable trends continue, we may be able 
to expand to complete hospital medical-service 
coverage in six months. I hope to’see the local pro- 
fessional Blue Shield committees become more con- 
scious of their opportunities and responsibilities. 


Blue Triangle 


The Blue Triangle or Bank Plan for financing 
costs of medical service has been initiated in this 
state. Because both doctors and bankers are con- 
servative, it is expected this project will not develop 
like prairie fire. I am convinced that the plan is 
well conceived and that it fills a need that will be 
even more apparent after “war prosperity” has 
passed. The simplicity of the machinery, the low 
interest rates and the fact that the necessary papers 
are at the doctor’s elbow, ensure ultimate extensive 
utilization of this plan by a great many. 
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Rationing 


Our central and local committees on rationing, 
with the assistance of the War Participation Com- 
mittee, have made statesmanlike contributions” 
toward better citizenship of doctors and patients. 
These excursions into the “policing” field are im- 
portant and we can look with pride for the most 
part on our record here. We are showing that when 
our co-operation is sought and utilized, we earn 
public respect. 


Tax-Supported Medical Care 


This field is a large one, and it is a good deal to 
expect that all the coverage needed will be given 
by busy doctors. Veterans’ medical care will soon 
be a tremendous problem. This is one of the fields 
that needs continuity of observation and contact. 
Perhaps a better informed headquarters staff is 
the only practical answer in this and some other 
fields. 


Industrial Health 


This is another field that is of increasing impor- 
tance. The American Medical Association has out- 
lined plans for county societies to implement. More 
energy and time is needed than has been available 
by specialists. Rhode Island has set us a good ex- 
ample. They are, of course, more highly industrial- 
ized in a concentrated area. _ 


Health Councils 


Everybody agrees that better organization of dis- 
trict and central health councils is needed. The 
Massachusetts Central Health Council has a budget 
of only $200 a year. Michigan spends $20,000 a 
year in this field. This kind of group activity was 
one of the recommendations of the Committee on 
the Costs of Medical Care that was endorsed by the 
American Medical Association. We have toyed with 
the idea for years, and we do not yet begin to meet 
our obligations. 


Committee on Ethics and Discipline 


This committee devotes a great many hours to 


conscientious and objective consideration of its 
problems. Because its deliberations are confidential, 
you hear very little about the work these men do. 
You can well feel confident that they strike a nice 
balance between idealism and realism. Defendants 
are treated with equal consideration regardless of 
professional prominence. 


Committee on Membership 


Some criticism has been raised toward this com- . 
mittee because of seeming disregard of recommenda- 
tions of local membership committees. It may be 
that in the serious effort to maintain the highest 
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standards of admission, they have sometimes not 
given quite enough consideration to local opinion. 
In closing I express my deep and sincere apprecia- 
tion for the loyal support that I have received. It is, 
more than you know, an enriching experience to be 
honored with leadership of this society. 


E. S. BAGNALL 


MISCELLANY 


DIABETES AND TUBERCULOSIS 


That diabetic patients are prone to acquire tuberculosis 
is not a new observation, but present-day circumstances have 
given it a new importance. If the opportunity for effective 
treatment of tuberculosis is not to be lost, this sinister asso- 
ciation must be kept in mind by the doctor. The way to 
safety lies in considering the possibility that tuberculosis 
may now, or at any time may become, a complicating 
factor with every case of diabetes. The following abstract 
of a recent paper (Banyai, A. L., and Cadden, A.V. Diabetes 
and tuberculosis. Arch. Int. Med. 74:445-456, 1944) calls 
attention to the problem. 

* * * 


The significance of the association of diabetes and tuber- 
culosis is accentuated by the continued rise in the frequency 
of diabetes and the increase in the incidence of pulmonary 
tuberculosis in persons with diabetes in spite of the decline 
in the tuberculosis mortality rate in the general population. 

Reports from American clinicians made over a period of 
years indicate that tuberculosis occurs four times as fre- 
quently in diabetic persons as in the general population. The 
age of the diabetic patient is important. One study in Mas- 
sachusetts showed that tuberculosis was more than thirteen 
times as frequent among those who acquired diabetes before 
the age of fiftéen as it was among a corresponding group of 
school children, while among adolescent diabetic patients 
the incidence was sixteen times as great as that in a corre- 
sponding high-school group. 

Several theories have been proposed to account for the 
predisposition of diabetic persons to tuberculosis. Of these 
the one which the evidence seems to favor is that vitamin A 
deficiency plays a part. Since a vitamin A deficiency usually 
occurs in ahs presence of diabetes, this lack may explain in a 
large measure the increased susceptibility of diabetic pa- 
tients to tuberculosis. Lack of vitamin A causes specific 
pathologic changes in the mucosa of the respiratory system 
which favor the invasion of bacteria into the lung and 
bronchial tissues. 

‘A wide discrepancy exists between the estimated number 
of cases of diabetes associated with tuberculosis and the 
number of such patients who are admitted to tuberculosis 
hospitals. Failure to hospitalize these patients in specialized 
institutions carries serious implications relating to the welfare 
of the patient and to the public health. The reasons for this 
failure may be lack of diagnostic consciousness, improper 
interpretation of symptoms, incomplete diagnostic investi- 

ation and asymptomatic forms of pulmonary tuberculosis. 

e higher recovery rate of persons with early tuberculosis 
as compared with that of those with advanced tuberculosis 
justifies a plea for an early diagnosis of this condition in 
diabetic patients. 

Experience has shown that the best attitude is to anticipate 
the possibility of tuberculosis as a complication. A tuberculin 
test should be given to all persons with diabetes. This test 
should be repeated annually as long as it is negative. For those 
who react positively to tuberculin there should be a chest 
roentgenogram every year at least. Examination of the 
sputum should be carried out for all patients with a pro- 
ductive cough, and if the roentgenogram of the chest in- 
dicates reason for suspicion, fasting stomach contents should 
be aspirated five successive times and examined by culture 
or by the inoculation of guinea pigs. 

The percentage of diabetic patients entering the tuber- 
culosis hospitals with minim Y tuberculosis seems to be 
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unduly low and may be attributed to a lack of diagnostic 
suspicion on the part of the physician treating the diabetes. 
The emphasis formerly placed on the lack of subjective symp- 
toms of diabetic patients with active pulmonary tuberculosis 
is no longer valid since mass x-ray surveys have revealed 
that asymptomatic tuberculosis also exists among non- 
diabetics. overall authors have observed that cavitation is 
frequent when pulmonary tuberculosis is complicated by 
the presence of diabetes. Other complications except that of 
spontaneous pneumothorax occur less frequently than they 
do in nondiabetic patients with tuberculosis. 

The management of diabetes in the presence of tuber- 
culosis has evolved with the trend in diabetic treatment. In 
the authors’ experience it was found that, in patients who 
were given a well planned diet and adequate amounts of 
insulin, slight glycosuria and hyperglycemia not exceeding 
200 mg. per 100 cc. are compatible with favorable therapeutic 
response so far as pulmonary tuberculosis is concerned. Im- 
provement in the pulmonary condition of patients belonging 
to this group compares favorably with that recorded for 
tuberculosis patients whose blood sugar was kept on a prac- 
tically normal level. 

Although it may appear heretical in the treatment of 
tuberculosis the authors are of the opinion that reducing the 
diet for overweight diabetic patients with pulmonary tuber- 
culosis is as justifiable and practicable as for nontuberculous 
obese persons with diabetes. The administration of massive 
doses of vitamin A (150,000 to 200,000 U.S. P. units) daily 
may serve as a useful adjunct in the management of diabetes 
mellitus complicated by pulmonary tuberculosis. 

The indications and contraindications for collapse therapy 
are the same for diabetic as for nondiabetic tuberculous pa- 
tients. Because of the frequency with which empyema com- 
plicates artificial pneumothorax in persons with predominantly 
exudative and caseous tuberculous lesions of recent origin, 
the use of this measure is rather limited for tuberculous 
diabetic patients. 

An analysis of the reports of ten American clinicians based 
on the observations of 17,358 cases of diabetes indicates a 
higher incidence of tuberculosis in diabetic persons than in 
the general population of the United States. 

The fact that an unusually high percentage of diabetic pa- 
tients who acquire tuberculosis are not adequately treated 
for their pulmonary disease before it reaches the far ad- 
vanced stage calls for an urgent revision of the diagnostic 
approach to this problem. 

uring the period covered by this study 115 tuberculous 
diabetic patients were discharged from Muirdale Sanatorium. 
On discharge 8 of the 17 persons with moderately advanced 
pulmonary tuberculosis were classified as apparently arrested, 
a or improved, and 9 were unimproved or had died. | 

f the 96 persons in the far advanced group, 14 reached the 
stage where their disease was apparently arrested, quiescent 
or improved, whereas 82 patients remained unimproved or 
died. These therapeutic results are less favorable than those 
recorded for nondiabetic patients with moderately advanced 
and far advanced pulmonary tuberculosis. — Reprinted from 
Tuberculosis Abstracts (July, 1945). 
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A Textbook of Pathology: Pathologic anatomy in its relation to 
the causes, pathogenesis and clinical manifestations of disease. 
By Robert A. Moore, M.D. 8°, cloth, 1338 pp., with 513 
illustrations. Philadelphia and London: W. B. Saunders 
Company, 1944. $10.00. 


Dr. Moore’s new textbook of pathology is a distinctly 
worthwhile addition to medical literature. The book is sepa- 
rated into the familiar divisions of general and special pathol- 
ogy. A number of innovations are noted, as, for example, in 
the presentation of metabolic disturbances. Illustrations are 
numerous, well chosen and of high caliber. In addition to 
gross and microscopic photographs there are radiographs, 
clinical photographs and reproductions from manuscripts 
of historic importance. References are adequate in number 
and in most instances represent excellent selections. Prefer- 
ence has been given to references in the English language and 
to those which have appeared within the last few years. 
The book, therefore, may be used with value as a guide to 
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key papers and monographs. The correlation of physiology, 
chemistry and clinical medicine with pathology is emphasized 
throughout. The style is clear. It is perhaps too objective 
and factual as though the author had tried hard to withdraw 
his personality completely from the lines that he has penned. 
his is probably the most complete textbook of pathology 
written for the use of medical students. The author has ap- 
parently decided to make his book as inclusive as possible at 
the expense of detailed consideration of some of the more 
important pathologic problems. The chapter on Bright’s 
disease and renal insufficiency, for example, contains only 
seventeen pages, including a historical introduction and the 
bibliography. Reliance is placed on tabular representation 
of the important clinical and pathologic features of the various 
types of Bright’s disease as a substitute for detailed discussion. 
reatment of diseases caused by poisonous gases and by 
various parasites and viral agents is representative of the 
attempt to present a thoroughly modern textbook. A valu- 
able addition is a brief chapter on the history and scope of 
pathology, with a well selected list of references for the inter- 
ested student. Disagreement may be justifiable with the 
author’s choice of emphasis and selection of material for dis- 
cussion, but this is of interest only to the professional patho!- 
ogist. Discussion of those diseases beyond the personal ex- 
perience of the author in most instances represents ade- 
quately and fairly the best opinions in the medical literature. 
On the whole Dr. Moore has written an excellent, complete 
and modern textbook of pathology, which should meet the 
requirements not only of the medical student but also of the 
physician who seeks brief accurate discussions of pathologic 
processes. The book is well printed and attractively bound. 


Training Medical Secretaries in Junior Colleges. By Evange- 
line Markwick, Ph.D. 8°, paper, 88 pp., with 12 tables. 
New London, New Hampshire: Colby Junior College, 1944. 
No charge. 


This study covers a period of nine years in which eleven 
junior colleges, five hundred and thirty-nine physicians from 
forty-five states and one hundred and twenty-four medical sec- 
retaries participated. The research was limited to training 
given by junior colleges. The physicians were asked to enu- 
merate required duties in the office and in the laboratory. The 
medical secretaries who were trained in junior colleges were 
requested to enumerate various duties performed in their 
daily work in the office and laboratory. Sixteen compre- 
hensive detailed tables analyze the various duties as shown 
by the reports of the physicians and secretaries. 

An interesting part of this study has to do with working 
hours, salaries and the personal attributes of medical secre- 
taries. The job specifications made by medical secretaries 
do not differ essentially from those made by physicians. A 
large majority of the secretaries, over 77 per cent, reported 
duties that should classify them as both office and laboratory 
workers. Four hundred and eighty-two physicians reported 
that they employed assistants for secretarial and laboratory 
work. Two hundred and twenty-five of the three hundred 
and fifty physicians reporting on laboratory training for 
medical secretaries believe that the duties poe be taught in 
a college laboratory. . 

This study indicates that a significant proportion of physi- 
cians need medical secretaries and believe that colleges with 
well equipped and properly staffed laboratories could prepare 
them adequately. 


‘BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be 6 ae as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


An Outline of Tropical Medicine. By Otto Saphir, M.D., 
director, Department of Pathology, Michael Reese Hospital, 
and professor of pathology, University of Illinois College of 
Medicine. 12°, cloth, 86 pp. Chicago: The Michael Reese 
Research Foundation, 1944. $1.00. 

This small manual has been written for physicians who 
may be brought into contact with tropical diseases under 
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present conditions. The outline summarizes the barest essen- 
tials of the more important tropical diseases. Diseases due 
to fungi, to vitamin deficiencies and to snake and insect 
poisonings are not included. Only brief mention is made of 
diseases caused by animal parasites. Diseases occasionall 
encountered in the United States, such as amebic and bacil- 
lary dysentery, commonly described in any textbook, are 
omitted. It is hoped that this small volume will serve as a 
ready reference manual for the general practitioner. 


a 
Handbook of Diagnosis and Treatment of Venereal Diseases. 
By A. E. W. M ‘ 


y A. cLachlan, M.B., Ch.B. (Edin.), D.P.H., 
F.R.S.Ed., clinical medical officer, Joint Committee’s Clinic, 
medical Diseases, Newcastle 


officer-in-charge, Venereal 
General Hospital, and Tebiecer in venereal diseases, King’s 
College, University of Durham. 12°, cloth, 364 pp., with 159 
Baltimore: Williams and Wilkins Company, 


The British regulations of 1916 define venereal diseases as 
syphilis, soft sore and gonorrhea. This manual has been 
evolved from the clinical and systematic instruction of under- 

raduate and postgraduate students over a period of years. 
t is written for the general practitioner, and emphasis is 
placed on the importance of early diagnosis. The book is 
well printed on good paper with a good readable type. 


Escleroses Valoulares Calcificadas: Estudo andtomo-pato- 
logico, radiologico e clinico com apresentacao de cem casos. By 
oberto Menezes de Oliveira, M.D., member, Corpo Médico 
da Aeronautica, Brazil. 8°, paper, 154 pp., with 67 illus- 
trations. Rio de Janeiro: Tipografia do Patronato, 1943. 


This special monograph on valvular calcification is divided 
into five parts and a summary. The first part discusses the 
anatomy and histology of the cardiac valves; the second, 
the pathological anatomy of calcification; the third, radiog- 
raphy of the diseased heart; the fourth, clinical aspects 
of the disease; and the fifth, the clinical histories of a hundred 
cases diagnosed roentgenologically. There is also included 
the pathological and anatomical study of twenty-five au- 
topsied cases. Appended to the text is a bibliography of 
twenty-six references, and the work concludes with a sum- 
mary in English. 


Familial Susceptibility to Tuberculosis: Its importance as a 
-public-health problem. By Ruth R. Puffer, Dr.P.H., Tennessee 

epartment of Public Health. 8°, cloth, 106 pp., with 9 
21 tables. Cambridge: Harvard University Press, 


Since 1931 the International Health Division of the Rocke- 
feller Foundation has sponsored the study of tuberculosis 
in Williamson County, Tennessee. The material collected 
during this survey has been analyzed by Dr. Puffer in this 
monograph. 


P-Q-R-S-T: A guide to the interpretation of electrocardiograms. 
By Joseph E. F. Riseman, M.D., associate in medicine, 
Harvard Medical School, instructor in medicine, Tufts Col- 
lege Medical School, and associate in medical research and 
associate visiting physician, Beth Israel Hospital, Boston. 
24°, cloth, 28 pp., illustrated. Cambridge: Sanborn Com- 
pany, 1944. $1/30 (plus postage). 


This small booklet is intended for use by the beginner as a ss 


practical guide during the actual examination and inter- 
pretation of electrocardiographic tracings. It is illustrated 
with fifty-five tracings. 


Outline of the Amino Acids and Proteins. Edited by Melville 
Sahyun, M.A., Ph.D., vice-president and director of re- 
search, Frederick Stearns and Company, Detroit. 8°, cloth, 
251 pp., illustrated. New York: Reinhold Publishing Cor- 
poration, 1944. $4.00. 

This joint manual written by fourteen chemists outlines in 
a simple and readable manner the essentials of the chemistry 
and the biochemistry of amino acids and proteins. An at- 
tempt has been made to present a clear and accurate picture 
of this difficult subject. The authors have refrained from 
entering into the theoretical controversial aspects of the 
various theories dealing with the proteins. 


(Notices on page xxt) 


